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strong move in parkinsonism 





METHANESULFONATE (BENZTROPINE METHANESULFONATE) 


The distressing symptoms of parkinsonism— 
tremor, rigidity, contractures—can be con- 
trolled with COGENTIN. Because it is long- 
acting, one dose daily is sufficient.’ Side 
effects are few.' A report on its 5-year use 
in 302 patients stated that COGENTIN is 
“...the most powerful orally given antispas- 
modic.”' For optimum results, COGENTIN 
may be administered in conjunction with 
other antiparkinson drugs. 

Reference: 1. J.A.M.A. 162:1031 (Nov. 10) 1956. 


COGENTIN IS A TRADEMARK OF MERCK & CO., INC. 





MERCK SHARP & DOHME 


DIVISION OF MERCK & CO PHILADELPHIA 1, PA. 
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fatigue memory lapses 


for middle-age slowdown 


Plestran is indicated as an aid in restoration of 
vigor in middle-aged or elderly patients who 
complain of chronic fatigue... reduced vitality 
...low physical reserve. ..impaired work capac- 
ity... depression . .. muscular aches and pains 
... or cold intolerance. Such “signs of aging,” 
far from being due to physiologic disturbances, 
may often result from endocrine imbalance, 
especially gonadal and thyroid dysfunction.-4 
Plestran provides ethinyl estradiol (0.005 mg.); 
methyltestosterone (2.5 mg.); and Proloid®* 
(4 gr.)—hormones which help to correct endo- 
crine imbalance and often halt or reverse in- 
volutional and degenerative changes.!-4 


Plestran restores work capacity and a sense of 
well-being, usually within 7 to 10 days. It im- 
proves nitrogen balance, leads to better muscle 
tone and vigor, enhances mental alertness, 
*Purified thyroid globulin 


muscular. pain 





helps to correct osteoporosis, senile skin and 
hair texture changes and relieves muscular pain. 


The anabolic and tonic effects of the hormones 
in Plestran appear to be enhanced by combina- 
tion so that small dosages are very effective. 
Combination also overcomes some of the dis- 
advantages of therapy with a single sex hor- 
mone, such as virilization, feminization or 
withdrawal bleeding.® 


Dosage: Usually one tablet daily; occasional 
patients may require two tablets daily, depend- 
ing on clinical response. 


Supplied in bottles of 100 and 500. 


References: 1. McGavack, T. H.: Geriatrics 5:151 
(May-June) 1950. 2. Masters, W. H.: Obst. & Gynec. 
8:61 (July) 1956. 3. Kimble, S. T., and Stieglitz, E. J.: 
Geriatrics 7:20 (Jan.-Feb.) 1952. 4. Kountz, W. B., 
and Chieffi, M.: Geriatrics 2:344 (Nov.-Dec.) 1947. 
5. Birnberg, C. H., and Kurzrok, R.: J. Am. Geriatrics 
Soc. 3:656 (Sept.) 1955. 


a metabolic regulator 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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(tolazoline hydrochloride CIBA) 


... It exerts a direct vasodilating effect on vessel walls; reduces pain of vasospasm; 

increases blood flow to the extremities. 

TABLETS, 25 meg. (scored). ELIXIR, 25 mg. per 4-ml. teaspoon. 

Also available for injection: MULTIPLE -DOSE VIALS, 10 ml.,25 mg. per ml. C |] BA 
SUMMIT.N. J 
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QUALITY / RESEARCH /INTEGRITY 


Dosage: The usual 
adult dose is 250 mg. 
every six hours. 


Available in specially 
coated tablets, pediatric 
suspensions, drops, otic 
solution, ointments, 
and I.V. ampoules. 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 


when infection 
strikes the respiratory tract... 


ILOTYCIN 


provides singularly effective 
antibiotic therapy because 


e Virtually all gram-positive organisms are sensitive 
e Allergic reactions following systemic therapy are rare 
e Bactericidal action kills susceptible organisms 


e Normal intestinal flora is not appreciably disturbed 
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.--to vitality 


VISTABOLIC 


Hundreds of patients have now 
benefited from a short course of 
Vistabolic therapy. This modern 
tonic provides anti-stress, anabolic 
and nutritional support. It helps 
the geriatric patient recover 
quickly from surgery, debilitating 
disease, fatigue, neurasthenia, 

and other stressful conditions. 





Each oral tablet provides: 










Hydrocortisone 1.0mg. <€ anti-stress aid > One acetate...... 1.0 mg. 

Stenediol® (Methandriol)....10.0 mg. “€ anabolic aid > (Methandriol) ..10.0 mg. 

Bifacton® (Vitamin B,> = nutritional aid > 181. activity (from 
w/Intrinsic Factor rnaemon®, Liver 


Concentrate) ............ Ya U.S.P. 
oral unit 


sain 20.0 meg. 


‘Available in 10-cc vials and boxes 
‘) ‘ of 30 tablets. Trial supply and lit- 
ad rYAKNON In erature available on request. 

















e Individual and social neglect 
or faulty dentition are usually 
the causes of Nutritional Prob- 
lems in the Aged rather than 
an altered caloric requirement 
says M. K. Horwitt, director of 
the Biochemical Research Lab- 
oratory, Elgin State Hospital, 
Elgin, Illinois, who writes in 
the December issue of Geri- 
atrics. Recommended therapeu- 
tic measures include a lowered 
basal caloric intake, a decrease 
in fat intake balanced by an 
increased concentration of pro- 
tein, adequate fluid and bulk 
intake, and mineral and _ vita- 
min supplementation. 


e In a study of 28 cases, the 
hemiplegic side was the site of 
The Fractured Hip in Hemi- 
plegic Patients according to 
Mieczyslaw Peszczynski, chief of 
the Department of Physical 
Medicine and Rehabilitation 
at the Highland View Cuya 
hoga County Hospital in Cleve- 
land. Standing up exercises be- 
tween parallel bars and power 
building exercises for the un- 
involved upper extremity are 
prescribed as rehabilitory steps 
for the fractured hip. A_pros- 
thetic device such as the Aus 
tin-Moore prosthesis is advised 
for nonunion cases which may 
also be helped by parallel baa 
walking exercises and double 
step gait training. Minor cere- 
bral vascular accidents are im- 
plicated as possible etiologic 
factors. 


GERIATRICS, copyright 1957 by Lancet Publications, Inc., 84 
South Tenth Street, Minneapolis 3, Minnesota, Title registered 
Publisher. Virginia L. 
Dustin, Managing Editor. Maurice Wolff, Business Manager. 

ADVERTISING REPRESENTATIVES, NEW YORK 17: Lee Klemmer, Ber 
nard A. Smiler, John Winter, 1 East 42nd street. Telephone: 


U.S, Patent Office. Louis M. Cohen, 


Murray Hill 2-8717. 








e Because the geriatric patient 
may become progressively de- 
pendent on his ability to com- 
municate, impairment in this 
area may be one of his most 
serious problems, writes Mar- 
garet C. Lefevre, consultant in 
Speech and Hearing Therapy 
at the Cleveland Hearing and 
Speech Center in Cleveland. To 
be effective, Speech Therapy 
for the Geriatric Patient re- 
quires the cooperation of physi- 
cal, occupational, and dietary 
therapies and dental and _psy- 
chologic medicine services. The 
need for follow-up and possible 
home treatment is greater in 
this age group than among 
younger people, although the 
methods of treatment do not 
differ significantly. 


e Hyman Engelberg, associate 
physician, Morris Steinman, 
clinic associate, and Robert 
Kuhn, assistant adjunct physi- 
cian at the Cedars of Lebanon 
Hospital in Los Angeles, report 
on A Study of the Effect of 
Pancreatic Lipase and of Bile 
Plus Lipase Upon Serum Cho- 
lesterol and Low-Density Lipo- 
proteins in Human Beings. 
They found that there were no 
consistent or significant reduc- 
tions in serum cholesterol or 
low density lipoprotéins below 
control levels as a_ result of 
therapy, although the serum 
cholesterol apparently became 
elevated in two of the nine in- 
dividuals tested when bile was 
added to the lipase. 


SAN FRANCISCO 4: 


e Walter C. Alvarez warns 
against diagnosing neuroses, 
benign ulcers, and food allergy 
when faced with Gastrointesti- 
nal Disorders of the Elderly 
since they usually begin in 
youth. More common causes 
are constipation; cholecystitis, 
usually with stones; cancer of 
the digestive tract, including 
the pancreas; intestinal ob- 
struction, which generally re- 
sults from cancer of the bowel; 
hernias, or, rarely, volvulus of 
the sigmoid; and little strokes. 
Gastric crises can also be caused 
by epilepsy, migraine, or mild 
unrecognized psychoses. 


e The effects of continued ad- 
ministration of Metrazol For 
Central Nervous System Arte- 
riosclerosis in Aging Patients 
are evaluated by John S. Kap 
ernick, member of the attend- 
ing staff, Department of Inte 
nal Medicine, St. Mary’s Hos 
pital and Decatur and Macon 
County hospital, Decatur, Ili- 
nois. ‘Three-fourths of 687 arte 
riosclerotic patients, who were 
observed for an average time of 
two and one-half years, made 
good to excellent responses to 
Metrazol therapy with improve- 
ment in sleep pattern, social 
adaptability, and subjective 
feeling of well-being; freedom 
from symptoms; and lessening 
of disability. 


For these and other articles, 
abstracts, and reviews, read 
every issue of Geriatrics. 


cHicaco 6: Jay A. Herz, Hugh Gibson, 20 North Wacker Drive, 
Suite 1921. Telephone: Central 6-4619. 


Duncan A, Scott & Co., Mills Building 
Telephone: Garfield 1-7950. 


LOS ANGELES 57: Duncan A. Scott & Co., 1go1 West 8th Street 


Telephone: Dunkirk 4-8151. 
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THERAPEUTIC GUIDE 


November 1957 


This THERAPEUTIC GUIDE provides a source of ready reference on materia 
medica related to various therapies, as advertised in this issue. All products 
advertised are listed but not every application of each product. To get maxi- 
mum benefit read what the manufacturers have to say on the pages indicated. 
For further details on any product write to the advertiser for amplifying 


literature, mentioning GERIATRICS. 
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RELY UPON 
RAUDIXIN 
TO RELIEVE 
SOMATIC 
SYMPTOMS 


Elevated blood pressure 
Increased pulse rate 





RELY UPON 
RAUDIXIN TO RELIEVE 
PSYCHIC SYMPTOMS 


Anxiety * Headache + Insomnia 
Excitation + Tension * Agitation 





ACHIEVE TOTAL MANAGEMENT OF YOUR HYPERTENSIVE PATIENTS 


Raudixin helps you achieve total management of your hypertensive patients. Blood pres- 
sure is gently lowered. The work load of the heart is decreased. Psychic symptoms such 
as anxiety and tension are relieved. You can also use the smooth tranquilizing action of 
Raudixin on your tense and anxious normotensive patients. You will find that Raudixin 
has little, if any, effect on the blood pressures of such patients. Whole root rauwolfia 
(Raudixin) “is often preferred to reserpine in private practice, because of the additional 
activity of the whole root.” * Dosage: Two 100 mg. tablets once daily; may be adjusted within 
a range of 50 to 300 mg. daily. Supply: 50 and 100 mg. tablets, bottles of 100, 1000 and 5000, 


*Corrin, K.M.: Am Pract Dig. Treatment 8:721 (May) 1957 


wom fRAUDIXIN 


Squibb Whole Root Rauwolfia Serpentina 








*navomin'® 19 & SQUIBB TRADEMARK SQUIBB R Squibb Quality—the Priceless Ingredient 
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agents of choice 
in corticosteroid therapy 


PARACORT 


PREDNISONE, PARKE-DAVIS 


PARA ro PTOL 


PREDNISOLONE, PARKE-DAVIS 








supplied: PARACORT and PARACORTOL are available as 5-mg. and 2.5-mg. scored tablets; bottles of 30 and 100. 
THREE TO FIVE TIMES THE ACTIVITY OF CORTISONE OR HYDROCORTISONE 
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PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 








“an ideal compound 

















for use in common 


urinary tract infections.”* 





Azo Gantrisin provided “prompt and effective clearing 
of organisms and pyuria”* plus “dramatic relief of blad- 
der and urethral symptoms”* in 221 (97%) of 228 
patients with urinary tract infections. 


Azo Gantrisin is particularly useful in the treatment 

of cystitis, urethritis and prostatitis. It is equally val- | 
uable following urologic surgery, cystoscopy and cathe- 
terization because it provides effective antibacterial 
action plus prompt pain relief. | 


AZO GANTRISIN *® —500 mg Gantrisin (brand of sulfisoxazole ) 
plus 50 mg phenylazo-diamino-pyridine HCl 


*F, K. Garvey and J. M. Lancaster, North Carclina M. J., 18:78, 1957. 


AZO GANTRISIN x... 


ROCHE LABORATORIES 


DIVISION OF HOFFMANN-LA ROCHE INC « NUTLEY * N. J. 





ORIGINAL RESEARCH IN MEDICINE AND CHEMISTRY 











in stress 


SPARINE is a drug of many properties, many clinical 
applications. It is an important normotropic agent to 
consider whenever the response to disturbing stimuli must 
be lessened. SPARINE promotes both psychic and somatic 
tranquillity in a broad spectrum of stress situations. 





SPAF 


PAF 


THES 


apprehe 
pain 

hiccups 
nausea | 
vomiting 


Supplied 
10 mg. 
bottles o 


Compr 
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:PARINE controls CNS excitation and allays apprehension 
These indications: Mental and emotional disturbances. 
alcoholism, medical emergencies, surgery 








ARI is antinauseant, antiemetic 
These indications: Nausea and vomiting of either cen- 
tral or reflex origin, withdrawal syndromes, physical 
illness, surgical and obstetrical procedures 

-ARINE potentiates analgesics and CNS depressants 


These indications: Surgical and obstetrical sedation, 
medical emergencies—reducing dosage requirements for 
narcotics, analgesics, sedatives 





THE STRESS SPECTRUM: 


4 


encies agitation withdrawal sympto 


apprehension acute and chronic withdrawal from 
pain psychoses alcohol, 

hiccups senile agitation narcotics, 

nausea and alcoholism and other 
vomiting hallucinations addicting drugs 


delirium tremens 
Supplied: Injection—50 mg. per cc., vials of 2 and 10 cc. For intramuscular or intravenous use. Tablets 
10 mg. (green), bottles of 50; 25 mg. (yellow), 50 mg. (orange), 100 mg. (pink), and 200 mg. (red), 
bottles of 50 and 500. Syrup—10 mg. per 5 cc., bottles of 4 fl. oz. 


Comprehensive literature available on request 





Promazine Hydrochloride, Wyeth 








EQUANIL"*, PHENERGAN” HCIt, SPARINE® HCI — A 


Wyeth normotropic drug for nearly every patient under stress 
*Meprobamate, Wyeth. tPromethazine, Hydrochloride, Wyeth 


(yet) 








Avoid “BOTTOM OF THE VIAL’ reactions — 


Each cc. of Globin Insulin 
—including the last one— 
provides the same 
unvarying potency. 


Ny) TTY 7. 


nd te 


Of the intermediate-acting insulins, 
only Globin Insulin is a clear solution. 


24-hour control for the majority 
of diabetics 


GLOBIN INSULIN 


‘B. W. & CO.” 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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ORAL therapy for 


e URINARY ODORS 
e AMMONIA DERMATITIS 
« ULCERATION 


safe... 
sure... 


effective... 


preserve 


-look Ze PEDAMETH 


“Within a week, there was a pronounced re- 
duction in odor, a disappearance of rash and a 
clearing of ulceration and pustules.’’! That was 
the result of oral Pedameth therapy in a New 
York State institution. 


Pedameth is unique in its application in the 
control of odor. Since it contains 0.2 Gm. of 
dl-methionine, one of the essential amino acids 
necessary for growth, repair and metabolism of 
tissue, Pedameth is completely safe. 


Pedameth is effective too. In a clinical trial on 
86 patients at the institution mentioned, three 
capsules per day controlled the odor and, in 
addition, cleared the rash and ulceration. Where 
the patient was unable to take the capsule, the 
capsule was opened and the contents were 
mixed with his food. 


But try it yourself on one of your own patients. 
Write now for samples and literature and prove 
its efficacy ...in your own practice. 





1. Control of odor, dermatitis, and ulceration from am- 
moniacal urine with di-methionine. Bergman, M., Geri- 
atrics, 12:386 (June) 1957. 


Available in bottles of 30 capsules. 


“DURST” 





S. F. DURST & CO., INC., PHILADELPHIA 20, PA. 


More than 25 years of service to the medical profession 








ial asthma and respiratory allergies 





specify the buffered “predni-steroids 
to minimize gastric distress 


® 
combined steroid-antacid therapy... 
ae 
‘Co-Deltra’ or ‘Co-Hydel- Multiple 


aa een ns bw See agi 2 (Prednisone buffered) 
ni-s 
therapy and minimizes the 


: ® 
likelihood of gastric distress FP . 
which might otherwise im- 
pede therapy. They provide - 
easier breathing—and 
smoother control—in bron- 2:5. ™8- or 5.0 mg. 


chial asthma or stubborn of Prednisone of (Prednisotone buttered) 





prednisolone, plus 


respiratory allergies. 300 mg. of dried 
aluminum 
SUPPLIED: Multiple Compressed hydroxide Qo) 
Tablets ‘Co-Deltra’ or ‘Co-Hy- gel and 50 mg. 
al in bottles of 30, 100, and 6 magnesium 
trisilicate. MERCK SHARP & DOHME 
DIVISION OF MERCK & CO.. INC. 
‘CO-DELT d ‘CO- DELTRA’ 
registered ph ed pe fe he & Co., IN nce PHILADELPHIA 1. PA. 


17A 




















INDICATIONS: 


the 
“injection 
equivalent” 
oral androgen 


Metandren Linguets 


Buccally or sublingually absorbed, Metandren 
Linguets provide virtually the therapeutic 
equivalent of intramuscular androgen without 
painful injections, local reactions, skipped 
doses or lost working hours. 


in males Male climacteric + Impotence « Angina pectoris 


in females Menopause + Frigidity + Premenstrual tension 

and dysmenorrhea * Functional uterine bleeding 

in both males and females To aid in correcting protein 

depletion and chronic debility after: severe injury, prolonged 

illness, severe malnutrition, severe infection. 

METANDREN® (methyltestosterone U $.P. CIBA) 

LINGUETS® (tablets for mucosal absorption CIBA) 

5 mg. (white, scored) and 10 mg. (yellow, scored). c) ] B A 
SUMMIT, N. J. 


2/2458mMK 





















“All of us were going through 


Marian’s ‘change of life.” 














Menopause for Marian was more than just “change of life,” 
for it was accompanied by a sudden and radical change in 
behavior. Gloomy and morose, she retreated from friends . . 
her crying spells and panicky states increased alarmingly 

. and no amount of reassurance seemed to help. 










But yesterday, after so many 
months apart from society, 
Marian came back to the 
bridge club—a new woman. 


Pacatal, 25 mg. 
t.i.d., brought her 
out of her 
menopausal 
depression. 


For patients on the brink of psychoses, Pacatal provides more than 
tranquilization. Pacatal has a “normalizing” action; i.e., patients think and 

respond emotionally in a more normal manner. To the self-absorbed patient, Pacatal 

restores the warmth of human fellowship . . . brings order and clarity to muddled 

thoughts . . . helps querulous older people return to the cirele of family and friends. 

Pacatal in contrast to earlier phenothiazine compounds, and other tranquilizers, does not “flatten” 
the patient. Rather, he remains alert and more responsivé to your counselling. But, like all 
phenothiazines, Pacatal should not be used for the minor worries of everyday life. 

Pacatal has shown fewer side effects than the earlier drugs; its major benefits far outweigh 
occasional transitory reactions. Complete dosage instructions (available on request) should be consulted. 


Supplied: 25 and 50 mg. tablets in bottles of 100 and 500. 


Also available in 2 ce. ampules (25 mg./ce.) for parenteral use. 


back from the brink with P acatal 


Brand of mepazine 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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(Pfizer Prizer Lasoravories, Brooklyn 6, N. Y. 


World leader in antibiotic development and production 


The many thousands of patient 


successfully treated with 





Signemycin* over the past yea 
have confirmed the value of this 
safe and effective antibiotic 
agent. One further therapeutic 
resource is thereby provider 

the practicing physician who is 
faced daily in office and home 
practice with immediate diagnosis 
of common infections and 

the immediate institution of the 
most broadly effective therapy 

at his command, in his continuing 
task of the ever-extending 


control over human pathogens. 


IGN 


Now buffered to produce higher. 
faster blood levels: specify 








the V form on your prescriptions. 


Supply: Signemycrn V Capsules, 
250 mg. Signemycin Capsules, 

250 mg. and 100 mg. Signemycin 
for Oral Suspension, 1.5 Gm. 

125 mg. per 5 cc. teaspoonful, 

mint flavor. Signemycin Intravenous, 
500 mg. vials and 250 mg. vials, 
buffered with ascorbic acid. 


* TRADEMARK, OLEANDOMYCIN TETRACYCLINE 
TRADEMAR? 


Division, Chas. Pfizer & Co.. Inc. 
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“Eighty-seven patients with var- 
ious infections of the skin were 
treated over a period of six 
weeks with [Signemycin]|. Ex- 
cellent or good results were 
achieved in sixty-seven, includ- 
ing eleven of twenty-two pa- 
tients refractory to other anti- 
biotics.” 


“Results of treatment with ole- 
andomycin-tetracycline of 50 
infections [mostly respiratory | 
due to resistant organisms and 
40 infections [respiratory, skin, 
urinary infections] due to sen- 
sitive organisms are very en- 
couraging. In some of these 
patients, [Signemycin] was 
lifesaving, and in others sur- 
gery was made unnecessary. 
This confirms other reports.” 


4 


Based on case reports docu- 
mented by independent investi- 
gators in 26 countries abroad, 
the clinical response obtained 
with Signemycin in 1404 pa- 
tients with a wide variety of in- 
fections was successful in 1329 
patients; in 13 cases only was 
it necessary to discontinue ther- 
apy because of side effects. 


Pfizer International. Available on 


In 50 nonselected patients, Sig- 
nemycin “. . . appears to be 
effective in the treatment of 
most general surgical infec- 
tions, including virulent staph- 
ylococcus aureus infections. 
In some cases these infections 
had been clinically resistant to 
other antibiotics. The drug is 
apparently well tolerated.” 

W. M., and Kredel, F. I 


Sont ( cs MOA 
( \ 


Of 50 patients with various in- 
fectious processes, 26 had not 
responded to previous antibi- 
otic therapy. With Signemycin 
‘Ninety-six per cent of the 
mixed infections were clinical- 
ly controlled. . .. and in none of 
the cases was there any reason 
to discontinue the drug.” 


Signemycin in 79 patients with 
severe soft tissue infections: 
“The average response of these 
cases was excellent and inflam- 
matory symptoms subsided with 
almost uniform rapidity... . 
The magnitude and incidence 
of surgical intervention was re- 


CIN 


OLEANDOMYCIN TETRACYCLINE-PHOSPHATE BUFFERED 


PROVED CLINICALLY EFFECTIVE 


When specifying 


buffered Signemycin V 
be sure to write the 


V on your Rx 








duced. . . . Side reactions were 
minimal... .” 

LaCaille R \ I Pris . A 
Antibiotics Annu 156-195 
New York, M 
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Five groups of patients (total 
211) with acne were treated 
with one of five antibiotic 
agents, including Signemycin 
(55 cases). “The results were 
evaluated taking into consider- 
ation the usual response to such 
conservative conventional ther- 
apy and the rapidity of re- 
sponse.” During a period of 8 
weeks, Signemycin rapidly at- 
tained and maintained the high- 
est percentage of efficacy of 
antibiotic agents tried. 


Frar ~ ( A 


In the treatment of 78 patients 
with tropical infections, some 
complicated by multiple bac- 
terial contamination or present 
for years, Signemycin was 
found to be “. .. an exceptional- 
ly effective agent,” requiring 
smaller doses and less extended 
periods of therapy than with 
the tetracyclines alone, and 
“caused no notable toxic reac- 
tions.” 











safe...for your little patients, too 


“a definite relaxant effect’! 
With Nostyn “...almost without exception the children responded by becoming more ame- 
nable, quieter and less restless.”! 

without depression, drowsiness, motor incoordination 

“The most striking feature is that this drug does not act as a hypnotic...” “No toxic side- 
effects were noted, with particular attention being paid to the hematopoietic system.” 


dosage: Children: 150 mg. (4% tablet) three or four times daily. Adults: 150-300 mg. (2 to 1 tablet) 
three or four times daily. 


supplied: 300 mg. scored tablets, bottles of 48 and 500. 
(1) Asung, C. L.; Charcowa, A. L., and Villa, A. BR: Sea View Hosp. Bull. 76:80, 1956. (2) Asung, C. L.; Charcowa, A. I. and 


Villa, A. BR: New York J. Med. 57:1911 (June 1) 1957. (3) Report on Field Screening of Nostyn by 99 Physicians in 1,000 
Patients, June, 1956. 


(Nn AMES COMPANY, INC : ELKHART, INDIANA 


41057 





nostyn 


Ectylurea, AMES 
(2-ethyl-cis-crotonylurea) 


shy “of value in the hyperactive as well 


as the emotionally unstable child” 
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A longer life... 
and the health 











ie YOUR 39-year-old patients on a Supplifort 

Elixir policy now to insure healthier living 
after 65. Nutritionists today stress that more vigor 
in later years comes from wise nourishment long 
before that time. 


Two or three tablespoonfuls of winelike Supplifort 
daily with meals supply enough lysine to improve 
the essential amino acid balance of inadequate ce- 
real proteins, which constitute as much as 40% of 
the total protein in poorer diets. Methionine similar- 
ly improves the protein value of root vegetables. 
Eight important B vitamins stimulate appetite, pro- 
mote protein metabolism, and allay many effects of 
aging. Calcium, iron and trace elements also help 


to insure “wise nourishment” throughout the years. 
> Hy) 1 > Pi 
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ELIXIR 


Three tablespoonfuls a day — one with each meal — provide: 


a” 


































t-Lysine Monohydrochloride . . 790 mg.* Calcium (from calcium lactate). 75 mg. 
pi-Methionine . ....... 50 mg. Iron (from ferrous gluconate) . 30mg. 
Thiamine Hydrochloride + « WOT WE <, oS ee RAs, 8 0.2 mg. 
eS eee 10 mg. Rn o4 ay ee aera 0.1 mg. 
Pyridoxine Hydrochloride . .. 2mg. PUNO «3k 8 ee ee ew 5.0 mg. 
RE 5. cS, be ocho 100 mg. WAGOBIOIN: ois wk See 6.0 mg. 
fn oR are SE 10 mg. Manganese . 2. 2 ss eee 1.0 mg. 
Vitamin Byg 2s bt te 5 mcg. —- “ae ue. ae 1.0 mg. 
Joc Re ee ae ae 100 mg. ey rt ae ee 1.5 mg. 
i ee a ee eee fa 100 mg. Alcohol 15% 


*equivalent to 600 mg. t-lysine 


Dosage: One tablespoonful (15 cc.) with meals two or three times daily. 
Administration with meals is essential for maximal benefits of lysine supple- 
mentation. May be taken ‘“‘on-the-rocks.” 

Supplied in pint and gallon bottles. 

first with lysine 

WHITE LABORATORIES, INC, 
Kenilworth, N, J. 




































“the value of analgesic and tranquilizing agents 
should be clearly recognized in the management of [angina] .. .”4 


new for angina 


PENTAERYTHRITOL BRAND OF 








In pain. Anxious. Fearful. On the road to cardiac 
invalidism. These are the pathways of angina pa- 
tients. For fear and pain are inextricably linked in 
the angina syndrome. 


For angina patients— perhaps the next one who en- 
ters your office—won’t you consider new CARTRAX? 
This doubly effective therapy combines PETN (pen- 
taerythritol tetranitrate) for lasting vasodilation and 
ATARAX for peace of mind. Thus CaRTRAX relieves 
not only the anginal pain but reduces the concomi- 
tant anxiety. 


Dosage and supplied: begin with 1 to 2 yellow tab- 
lets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times 
daily. This may be increased for maximal effect. by 
switching to pink tablets (20 mg. PETN plus 10 mg. 
ATARAX). In bottles of 100. 








New York 17, New York CARTRAX should be taken before meals, on a contin- 
uous dosage schedule. Use with caution in glaucoma. 


1. Russek, H. I.: J. Am. Geriat. Soc. 4:877 (Sept.) 1956. 


* Trademark 





<— READ THIS 











Wes 

















in pregnancy 





lactation . 
oe Peto v ah £-10-t-fed -Ja lot -) ; : mo 

rea deficiency states : 
dietary restrictions rai nae 
digestive dysfunction 
with 

Saturation Dosage 
ea of water-soluble vitamins B and C oc 
OF. 

f a - - a © 

| LL with % 

S r Ss se x 

















The 
nts Upjohn Company 
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: corticosteroid HO. 
improvement 


1949 cortisone 





1951 hydrocortisone 


minor 
chemical 
changes 


can mean 


ma. jo al = 
wer 1955 prednisolone 
therapeutic 


improvements s 


|) 
— ( | () €H) Medrol 


The most ¢ Lower dosage 


(% lower dosage 
than 


efficient ot all prednisolone) 
anti-inflammatory ° jocurecm" 












(less sodium 
retention, less 


steroids gastric irritation) 


Supplied: Tablets of 4 mg., in bottles For 
complete information, consult 
of 30 and 100. 


HTRADEMARK FOR METHYLF 












your Upjohn representative, 

or write the Medical Department, 
The Upjohn Company, 
Kalamazoo, Michigan. 
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Takes the 
guesswork 
out of thyroid 
replacement 
therapy 





TRIONINE' 


dil-triiodothyronine ‘Roche’ 


a new metabolic accelerator 


For more prompt and definitive results in hypometabolic states arising 
from (1) thyroid hypofunction or (2) impaired utilization of thyroid 
hormone at the tissue level 





TRIONINE ‘Roche’ is pure, synthetic triiodothyronine, the ultimate metabo- 
lite of thyroglobulin which acts at the tissue-cell level. 


Advantages: 

FASTER RESPONSE—Unlike desiccated thyroid, thyroglobulin or thy- 
roxin, the metabolic effects of TRIONINE are 
manifested within 24 to 72 hours. The consist- 
ency of its action merits the use of TRIONINE 
for diagnostic purposes in borderline cases. 


RAPID ELIMINATION — Following withdrawal, therapeutic action ceases 
with equal rapidity. Consequently, toxicity due 
to cumulative effects or overdosage is unlikely. 


CONSISTENT, PREDICTABLE RESPONSE—TRIONINE is a pure crystal- 
line chemical of unvarying composition. Con- 
stant response from a given dose is assured. 





Fifty micrograms of TRIONINE are approximately equal 
in calorigenic activity to 1% grains desiccated thyroid, 


U.S.P. 


Rocue Laporatories * Division of Hoffmann-La Roche Inc. * Nutley 10, N. J. 














for gratifying 
rauwolfia response ' 
virtually free from side actions 
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® 
FILMTAG@'—FILM*SFEALED TABLETS, ABBOTT 





A FULL RANGE OF DIETARY AND THERAPEUTIC 


support ror OLDER PATIENTS 
B-COMPLEX VITAMINS 


Thiamine Mononitrate me. 
Riboflavin 5 mg. 
Pyridoxine Hydrochloride 1 mg. 
Nicotinamide. . Bik 20 mg. 
Calcium Pantothenate 5 mg. 
OIL SOLUBLE ViTERERS 
Vitamin A... 1.5 mg. (5000 units) 
Vitamin D 12.5 meg. (500 units) 
Vitamin E...... 10 mg. 
HEMATOPOIETIC FACTORS 
Bevidoral® ... % U.S.P. Unit (oral) 
({Vitomin By. with iirc Factor Concentrate, Abbott) 
Ferrous Sulfate, U.S.P.... . 15 mg. 
Folic Acid - joecass. Bae. 
CAPILLARY STABILITY _ 
Ascorbic Acid..... SOL ete 
Quertine® (Quercetin, Abbott)... .. 125 me. 
LIPOTROPIC FACTORS 
Betaine OER a 
Inositol ee ie Sone. 
ANTI- DEPRESSANT 
Desoxyn® Hydrochloride. . . 1 mg. 
(Methamphetamine Hydrochloride, " Abbott) 
HORMONES 
Sulestrex® (Piperazine Estrone Sulfate, Abbott). . ; : mg. 
Methyltestosterone....... 5 mg. 


cp 


ae 


Streamlined into the smallest tablet w of its kind 


=G@ERILETS 


GERIATRIC SUPPORTIVE FORMULA, ABBOTT 
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in arthritis, BUFFERINs because... 


...in the majority of your arthritic cases BUFFERIN alone can safely and 
effectively provide adequate therapeutic control without resorting to the 
more dangerous cortisone-like drugs. 


... BUFFERIN is better tolerated by the stomach than aspirin, especially 
among arthritics where a high dosage, long term salicylate regimen is 
indicated. 


... BUFFERIN provides more rapid and more uniform absorption of 
salicylate than enteric-coated aspirin. 

...even in the relatively few cases where steroids are necessary, use of 
BUFFERIN will allow proper flexibility for individual dosages. 
,.. BUFFERIN is more economical for the arth- 
ritic who requires a long period of medication. 
... BUFFERIN contains no sodium, thus mas- 


sive doses can be safely given without fear of 
sodium accumulation or edema. 









Each sodium-free BUFFERIN tablet contains acetylsalicylic acid ' 
5 grains, and the antacids magnesium carbonate and aluminum glycinate. 


Bristol-Myers Company, 19 West 50 Street, New York 20, New York 















the 
complete 
cold formula 







a 
; \ 
4\ \ Antitussive 


Antihistaminic 
Decongestant 
Analgesic-Antipyretic 


ROMILAR CF 














ROMILAR GF 


The Ale complete cold formula 


brings new ease and comfort to patients with colds and 


other upper respiratory disorders by providing 





more complete control of symptoms. 


Each teaspoonful (5 cc) of pleasant tasting 
Romilar CF syrup provides: 


spe cavesebenuessnkahe 0k Romilar® Hydrobromide* 15 mg 
shiesuekbianberaeeene Phenylephrine Hydrochloride 5 mg 
eandighaleikeetias Chlorpheniramine Maleate 1.25 mg 
piwkap acd sue N-acetyl-p-aminophenol 120 mg 





Brand of dextromethorphan hydrobromide—the non-narcotic cough specific with 
codeine’s antitussive effect but without codeine’s side effects. 


ROCHE LABORATORIES, Division of Hoffmann-La Roche Inc, Nutley, New Jersey 











Pro-Banthine... 


CONFIRMED THERAPEUTIC UTILITY 


A Primary Drug in Peptic Ulcer 





Among the many clinical indications for 
Pro-Banthine (brand of propantheline bro- 
mide), peptic ulcer is foremost. During 
treatment, Pro-Banthine has been shown 
repeatedly to be a singularly valuable agent 
when used in conjunction with diet, antacids, 
sedation and psychotherapy as required. 
Lichstein and his associates* report that 
Pro-Banthine “proved almost invariably 
effective in the relief of ulcer pain, in de- 
pressing gastric secretory volume and in 
inhibiting gastrointestinal motility. The 


incidence of side effects was minimal... .” 

The therapeutic utility and effectiveness of 
Pro-Banthine in the treatment of peptic ulcer 
are repeatedly confirmed in the medical lit- 
erature. Dosage: One tablet with each meal 
and two tablets at bedtime. G. D. Searle & 
Co., Chicago 80, Illinois, Research in the 
Service of Medicine. 





*Lichstein, J.; Morehouse, M. G., and Osmon, K. L.: Pro- 
Banthine in the Treatment of Peptic Ulcer. A Clinical 
Evaluation with Gastric Secretory, Motility and Gastro- 
scopic Studies. Report of 60 cases, Am. J. M. Sc. 232:156 
(Aug.) 1956. 
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Analeptone 


Pentylenetetrazol-Niacin-Pepsin Combination 


For the Aged and Aging Patient—with cerebral anoxia, de- 
pression, confusion, inability to concentrate, loss of memory— 


NEW HOPE FOR ENJOYMENT OF LIVING 


Clinically, COMBINATION THERAPY demonstrated superiority, producing both sub- 
jective and objective improvement in: behavior, psychological performance, appear- 
ance, personal habits, sociability, attention, mood, memory, sleep;? improves sluggish 
appetites in aged cerebral arteriosclerotic patients.* Pentrazol acts with “a greater 
degree of permanence in mood control than do the presently known tranquilizers.” 


E WITHOUT ADVERSE REACTION 
Elevates mood; improves alertness, —without causing excitation, sleeplessness, 
interest, appetite anorexia, as do caffeine and amphetamines 
Improves sleep habits, tractability, —without barbiturate-like cerebral or 
cooperativeness respiratory depression 
Reduces irritability, agitation, fear, —without inducing depression, drowsiness, 
hallucinations, disorientation, stupefaction or gastrointestinal 
confusion, combativeness disturbances, as do tranquilizers 


No untoward side-effects—save for “niacin flush” in sensitive individuals 





ELIXIR TABLETS 
Each teaspoonful (4 cc) contains: Each tablet contains: 
Pentylenetetrazol 200 mg. Pentylenetetrazol .. 100 mg 
Niacin .. 100 mg. Niacin ee : 50 mg. 
Peptenzyme® Elixir ; stepson q. 8. Pepsin 1:10,000 .. : 5 mg. 
SUPPLIED: Bottles of 8 fl. oz. SUPPLIED: Bottles of 100 


DOSE: 12 to 1 teaspoonful (1 to 2 tablets), 1 - 3 times daily 


Pe = 


wheetems REED & CARNRICK, Jersey City 6, N. J. 


REFERENCES: 1. Smigel, J. O.: M. Times 85: 149, 1957. 2. Levy, S.: J.A.M.A. 153: 1260, 1953. 3, Thompson, 
L. J., and Procter, R. C.: North Carolina M.J. 15: 596, 1954. 
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PROBENECID 
Gout is often easier to treat than to diag- 
nose. Sudden soft tissue swelling, acute 
joint inflammation, urate calculi—all may be 
indicative of early gout. A family history of 
gout is also highly suggestive. 


BENEMID gives gratifying results in the 
management of chronic gout and prolongs 
the intervals between acute attacks. Excre- 
tion of uric acid increases; high serum uric 
acid levels tend to become normal; inflam- 
mation decreases; the formation of tophi may 
be prevented and those present may become 
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MERCK SHARP & DOHME 


DIVISION OF MERCK & CO,, tNc., PHILADELPHIA 1 PA 
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® Softens stools naturally without side-effects 
® Promotes favorable intestinal flora 


e Provides nutritive barley malt extract 
for under-par patients 


2 FORMS-Liguid and Powder 
Dose: 2 Tbs. A.M. and PM. 


Borcherdt’s 


MALT SOUP 


Extrad 


*KNon-diastatic barley malt extract 
neutralized with potassium carbonate 
“ SEND FOR SAMPLES 
BORCHERDT COMPANY « 217 N. Wolcott Ave., Chicago 12, Ill, 


In Canada: CHEMO-DRUG COMPANY, LTD., Toronto 


IN 


Urolitia can be given over long periods... 
without toxicity, without irritation, without 
drug fastness . . : to keep the urine free from 
E. coli, S$. albus, S. aureus. . . . Promptly 
soothes the irritated membrane while pro- 
viding bacteriostasis. 


METHENAMINE 
URINARY 


One tbs. in half cup 
warm water, q.i.d., 


Yo hr. a.c. and his. ANTISEPTIC 


Sample on request 


Cobbe Div., BORCHERDT MALT EXTRACT CO., 
217 N. Wolcott Ave., Chicago 12, Ill. 














thousands of physicians 










confirm daily in practice 
the overwhelming evidence 
in hundreds of publications 


METICORTEN fe 


prednisone 





overwhelmingly favored by physicians in rheumatoid 
arthritis and bronchial asthma 





increasingly favored by physicians in intractable hay fever, 
nephrosis, disseminated lupus erythematosus and acute 
rheumatic fever 


METICORTEN, 1, 2.5 and 5 mg. white tablets. 
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High concentration topical salicylate-menthol therapy 


(BAUME BENGUE) offers safe, penetrating relief of 
painful joints and muscles caused by overexertion. 





New, objective evidence: 

A double-blind study! has reaffirmed 
the exceptional efficacy and safety of 
conservative, local treatment of 
chronic rheumatic disorders with 
BAUME BENGUE, a high-concentration 
salicylate-menthol compound. 


The local and systemic effects of 
BAUME BENGUE were evaluated by 
entirely objective methods in 211 
subjects of both sexes suffering from 
various types of chronic arthritis, 
bursitis, neuralgia, myalgia and lum- 
bago. Changes in range of joint 
motion were determined by goni- 
ometer and by flexion. Topical appli- 
cation of BAUME BENGUE measurably 
improved articular function in 94% 
when physical therapy was also used, 
and in 61% without adjunctive treat- 
ment. Efficient salicylate absorption 
was indicated by an average urinary 
excretion of 15 mg. in 24 hours. No 
ill effects were reported or observed. 


Benefits of Topical Salicylate 


in chronic rheumatic disease 


Menthol-induced hyperemia plus high local 
concentration of salicylate has been rediscov- 
ered as one of the most promptly effective reme- 
dies for rheumatoid discomfort due to exposure. 





This controlled study offers new evi- 
dence of the efficacy and safety of 
local treatment of chronic rheumatic 
disease with BAUME BENGUE, one of 
the most reliable formulae at the 
physician’s disposal. 

1Brusch, C. A., et al.: Md. State Med. J.; 
5:36, 1956. 





BAUME BENGUE is supplied in two 
strengths: Regular and Children’s. 
Also available in new Greaseless-Stain- 
less form. THos. LEEMING & Co., INC., 
155 East 44th St., New York 17, N. Y. 





























. . . because you want total response 


—somatic and psychic 


POSITIVE ANTIHYPERTENSIVE ACTION 


in moderately severe, severe, 
or malignant hypertension 


TARTRATE 


Pentolinium Tartrate, Wyeth 


LOWERS BLOOD PRESSURE 








®) 


POSITIVE ANTIANXIETY ACTION 


in attendant emotional stress, 
apprehension, tension 





Meprobamate, Wyeth 

Lic. under U.S. Pat. No. 2,724,720 
RELIEVES TENSION— 

MENTAL AND MUSCULAR 


Panel] 


Philadelphia 1, Pa. 
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Nothing is 


Nothing is 





THE MEDIHALER PRINCIPLE 


Automatically measured-dose aerosol 
medications. In spillproof, leakproof, 
shatterproof, vest-pocket size dispensers. 
Also available in Medihaler-Phen™ 
(phenylephrine-phenylpropanolamine- 
hydrocortisone-neomycin) for prompt, 
lasting relief of nasal congestion. 


















quicker... 


more effective... 


MEDIHALER-EPI 


Epinephrine bitartrate 7.0mg. per cc., suspended 
in inert, nontoxic aerosol vehicle. Contains no 
alcohol. Each measured dose 0.15 mg. actual 
epinephrine. 

For quick relief of bronchospasm of any 
origin. Acts more rapidly than subcutaneous 
epinephrine in acute allergic reactions. 


MEDIHALER-ISO 


Isoproterenol sulfate 2.0 mg. per cc., suspended 
in inert, nontoxic aerosol vehicle. Contains no 
alcohol. Each measured dose 0.06 mg. actual 
isoproterenol. 
Unsurpassed for rapid relief in asthma, bron- 
chiectasis, emphysema. 
Prescribe Medihaler medication with 


Oral Adapter on first prescription. 
Refills available without Oral Adapter. 


LOS ANGELES 














the female urethra 


newer knowledge of rats structure and 














logy provides a clearer understanding 





ts umportant role in pelvic distress. 





ded 
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tual 
any 
ous 
Schematic construction of female urethra 
demonstrating extensive network of peri- 
urethral glands, ending in numerous blind 
ded pockets. Drainage is into the urethra through 
no small openings along its length, and into 
tual the para-urethral (Skene’s) ducts. 
on 1. Recent anatomic studies of the female urethra 
demonstrate a high susceptibility to infection. 
A changing concept—The female urethra “was formerly considered only to be a 
with short, simple, straight tube which served solely to empty the bladder. Recent studies 
— have changed our notions concerning this... . sections through the urethra and its 
oter. 


surrounding tissues have shown numerous glands,’’! 











Tortuous, with many interconnections but relatively poor drainage, these glands 
“form ideal foci for chronic infection.”! Periurethral gland infection is followed by 
infiltration and thickening of the urethral wall, hypertrophy and granulation of the 
urethral mucosa, and constriction of the urethral lumen. The trauma of childbirth 
and coitus further invites infection of these delicate structures, which are exposed 
to vaginal and rectal discharges “‘from the period of diaper life to old age.’”’! Thus, 
the urethra is not only a portal of entry for urologic infection, but the site of patho- 
logic change “more frequently than any other portion of the female urinary tract.’ 


Unrecognized source of pelvic symptoms—Prevalent as it is in women, chronic 
urethritis ‘can be easily overlooked” because of the frequency with which the pain 
and discomfort are referred to other areas.” In addition to obvious urinary tract 
symptoms such as frequency, urgency, pain and burning on urination, chronic 
urethral infection is often responsible for pain in the lower abdomen and pelvis, 
lumbosacral region or upper thighs. 


BACTERIAL URETHRITIS YIELDS QUICKLY TO 


FU RACIN’ Urethral Suppositories 
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The Nitrofurans—a unique class of antimicrobials ... Products of Eaton Research 











2. exfoliative cytology explains frequency of dyspareunia 
and other pelvic complaints in postmenopausal women. 


Senile urethritis: often encountered, seldom described—A little known phenomenon 
has recently been reported by Youngblood and his colleagues.*.> Examining smears 
of epithelial cells from the urethrae of postmenopausal women, they found the same 
absence of normal, cornified, pyknotic squamous cells as in the vaginal smears, 
resulting from estrogen deficiency. Leukocytes and even erythrocytes were usually 
present, as in senile vaginitis. Along with these cytologic alterations, endoscopic 
examination revealed a hyperemic and atrophic urethral mucosa. 


“Senile” urethritis is a common cause of dyspareunia, dysuria and other pelvic dis- 
comfort in postmenopausal women. Even when the urethra is recognized as the 
trouble spot, these women frequently fail to obtain relief because the underlying 
involutional nature of the urethritis is unsuspected, and antibacterial measures 
alone are employed. The lesion may resemble closely that of nonspecific urethritis. 


“Progressive histologic normalization” parallels rapid symptomatic relief with new 
Furestrol Suppositories. In their investigations, Youngblood and co-workers*.5 
treated 120 postmenopausal, involutional urethritis patients with FURACIN Urethral 
Suppositories containing, in addition, 0.1 mg. of diethylstilbestrol. All showed prompt 
alleviation of symptoms, with disappearance of endoscopic signs of irritation. After 
1 to 2 weeks’ treatment, the urethral smears returned to normal, indicating replace- 
ment of the atrophic mucosa with a healthy, stratified squamous epithelium. These 
FURACIN-estrogen suppositories are now available as FURESTROL Suppositories. 


1. Pretreatment urethral smear of postmeno- 
pausal woman with senile urethritis. Basal 
cells with low nucleocytoplasmic ratio are pre- 
dominant, with leukocytes and erythrocytes. 


2. Urethral smear from same patient after 2 
weeks’ treatment with FURESTROL Supposi- 
tories. The cornified, squamous cells indicate 
a healthy, normal epithelium. 





Ingredients work together—FURACIN eradicated the low grade infection commonly 
present, while the diethylstilbestrol corrected the atrophic tissue changes. The excel- 
lent clinical results achieved with FURESTROL Suppositories could not be approached 
in control groups treated with suppositories from which any of the ingredients— 
FURACIN, estrogen, or diperodon, the local anesthetic—had been eliminated. 


POSTMENOPAUSAL URETHRITIS YIELDS PROMPTLY TO 


NEW FURESTROL"™ Suppositories 


Provides estrogen to reverse the involutional changes of senile urethritis, plus the 
antibacterial, anesthetic and gently dilating action of the FURACIN Urethral Sup- 
pository. Each FURESTROL Suppository contains FURACIN 0.2%, diperodon» HCl 
, and diethylstilbestrol 0.0077% (0.1 mg.), in a water-dispersible base. Her- 
metically sealed in orchid foil, box of 12. 
REFERENCES: 1. Wharton, L. R. in Campbell, M.: Urology, W. B. Saunders Company, Philadelphia and 
London, 1954, Vol. 2, p. 1390 et seq. 2. Barrett, M. E.: J. M. Ass. Alabama 26:144, 1956. 3. Youngblood, 
V. H.: J. Urol. 70:926, 1953. 4. Youngblood, V. H.; Tomlin, E. M., and Davis, J. B.: Senile urethritis in 


women, J. Urol. (in press). 5. Youngblood, V. H.; Tomlin, E. M.; Williams, J. O., and Kimmelstiel, P.: 
Exfoliative cytology of the senile female urethra, Tr. Southeast. Sect. Am. Urol. Ass. (in press). 
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in hyperacidity 


TITRALAC 


unique antacid — 
with milk-like action 


Gives fast relief that lasts 
for hours in hyperacidity 
and peptic ulcer. Two deli- 
cious tablets, or one tea- 
spoonful of liquid, provide 
buffering action equal to 4 
pint of milk “... without the 
latter’s actual and potential 
disadvantages.”* No sys- 
temic alkalosis, constipa- 
tion, or laxation. 


Each minty-tasting, non-chalky 
white tablet (0.60 Gm.) con- 
tains 0.18 Gm. glycine and 
0.42 Gm. caleium carbonate. 
TirraLac Liquid—each 5-ce. 
tsp. contains 0.30 Gm. glycine 
and 0.70 Gm. calcium ear- 
bonate. 


*Cornell, A.: Gastroenterology 31 :505, 1956. 
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TITRALAC, DORBANTYL, AND SEDAMYL ARE REG- 
ISTERED TRADEMARKS OF SCHENLABS PHARMA- 
CEUTICALS, INC. TITRALAC PATENTED FORMULA. 
DORBANTYL FORMULA PATENT PENDING. 46687 


SCHENLABS PHARMACEUTICAZS, INC. 
New York 1, N. Y 


(formerly Schenley Laboratories, Inc.) 








FOR COMMON COMPLAINTS 


in constipation 


DORBANTYL 


peristaltic stimulant — 
fecal softener 


Promotes prompt re-estab- 
lishment of normal bowel 
activity and regularity by 
combining the selective 
peristaltic action of syn- 
thetic, crystalline-pure 
DorBane® (1, 8-dihydroxy- 
anthraquinone) and the 
wetting action of dioctyl 
sodium sulfosuccinate, in 
proportions proved optimal 
by clinical trial.* Noncumu- 
lative and nonhabituating. 


Each DorsBantyt Capsule and 
each 5-ce. tsp. of DoRBANTYL 
Suspension contains DoRBANE, 
25 mg., and dioctyl sodium 
sulfosuccinate, 50 mg. Each 
Dorsanty1 Forte Capsule con- 
tains 100 mg. dioctyl sodium 
sulfosuccinate and 50 mg. 
DorBANE—equivalent to two 
regular DorBantyL Capsules. 


*Marks, M. M.: Clin. 





Med. 4:151, 1957. 






















in nervous tension 


SEDAMYL 


calms without confusing 


Antitensive that “...acts on 
the higher centers of the 
brain to produce a tranquil- 
izing and calming action 







without the drowsiness or 
hypnosis of the barbitu- 
rates.”* And unlike the me- 
probamates, it is free from 
the depressant effect on 
multineural reflexes.* 



















Each Sepamy t Tablet contains 
0.26 Gm. (4 gr.) acetylbromdi- 
ethylacetylcarbamid. 

*Hughes, F W.: J. Indiana M. A. 50 :293, 1957. 
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Improve the prognosis in fractures with 
“Premarin” with Methyltestosterone 








Healing of fractures is often delayed because impairment of osteoblastic activity 
due to declining sex hormone function causes the bone matrix to atrophy. 


Older patients with fractures, particularly of the hip, respond well to combined 
estrogen-androgen therapy. The prognosis for bone recalcification is good provided 
treatment is continued for extended periods.* 


*Reifenstein, E. C., Jr., in Harrison, T. R.: Principles of Internal Medicine, ed. 2, New York, The 
Blakiston Company, Inc., 1954, chap. 98, pp. 702, 703. 


Excellent preparation for estrogen-androgen therapy 


Ayerst Laboratories * New York, N. Y. * Montreal, Canada 











accumulated experience 
indicates that nicotinic acid is 


1.P W.B., Jr, : aa 
a” the most effective and 
J.A.M.A.165:234 . . Fe 
(Sept. 21) 1957. practical agent yet introduced 


for lowering elevated blood 
cholesterol and beta-lipoprotein 
cholesterol. 


unique U aS | ‘an 





anticholesterol dosage of nicotinic acid fortified by essential 
factors to protect against latent deficiencies due to a large 
dosage of a single B factor.” In addition, pyridoxine to aid 
normalization of the blood lipid pattern,*® as well as ascorbic 
acid to aid in resisting degenerative arterial changes. 


—produces immediate results that are so valuable in entering 
upon a long course of therapy. 























CAPSULES 
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tial and this without 
a altering fat intake in 
bic | « the average diet” 


Clinically confirmed reduction of 
™ plasma cholesterol levels by nicotinic 
g acid in 78.2% of 110 subjects"®’ 
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average cholesterol level, mg. /100 cc. 





VASTRAN FORTE lowers cholesterol levels 
promptly, dramatically 


Before 
Treatment 





| 0-12 sie | 12-30 weeks 





Chart shows average cholesterol levels high prior to 
treatment, significant drop when patients were given 
nicotinic acid, but not when they received nicotinamide 
—normal diet throughout investigation.! 


Equally important: VASTRAN FORTE redirects the 
lipoprotein plasma balance toward normal® 


—_= Familial hypercholesterolemia 
=—=-== Nonfamilial hypercholesterolemia 
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Weeks after 


start of treatment 0 


Change in ratio of beta-lipoprotein cholesterol to 
alpha;-lipoprotein cholesterol in serum demonstrates 
a sharp turn toward normalcy after start of treat- 
ment with nicotinic acid, 3 Gm. daily.® 


Patients should be prepared to expect a 
rather pronounced warm flushing and “itchy 
tingling” within 15 minutes or so of each 
dose. This is the normal initial response to 
high dosage of nicotinic acid and is in no | 
way harmful—in fact some patients may find 

it quite stimulating and reassuring. In any 
case, this effect usually subsides after 3 to 

5 days of treatment. 


Each VASTRAN FORTE Capsule contains: 


Nicotinic acid ........... 375.0 mg. 











Ascorbic acid .... sesso 50.0 me. 
Riboflavin nvthelebn ube nasasee ceoueeaetestisensietanssotnasesiicenshsetwentesasasnvnatapietotad 2.5 mg. 
Thiamine mononitrate .................... Pe ee * S 
Cobalamin concentrate (Vitamin Biz activity) ..... see 1.0 meg. 
Calcium pantothenate 2 ww. §=2.5 mg. 
Pyridoxine hydrochloride ... . 0.5 meg. 


Dosage: 2 capsules 4 times daily. Administration is 
limited to 6 months’ duration. 

Supply: Bottles of 100 capsules. 

References: 

1. Parsons, W. B., Jr., and Flinn, J. H.: J.A.M.A. 165:234, 1957. 
2. Sebrell, W. H., and Harris, R. S.: The Vitamins, Chemistry, 
Physiology, Pathology, New York, Academic Press, 1954, vol. 2, 
p. 551. 3. Gregory, I.: J. Mental Sc. 101:85, 1955. 4. Shroeder, H. A.: 
J. Chron. Dis. 4:461, 1956. 6. Stare, F. J., et al.: J.A.M.A. 164:1920, 
1957. 6. Parsons, W. B., Jr., et al.: Proc. Staff Meet., Mayo Clin. 
31:377, 1956. 7. Altschul, R.; Hoff, A., and Stephen, J. D.: Arch, 
Biochem, 54:588, 1955. 
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YOUR PATIENT NEEDS AN ORGANOMERCURIAL 


Practicing physicians know that many years of clinical and laboratory experience 
with any medication are the only real test of its efficacy and safety. 


Among available, effective diuretics, the organomercurials have behind them over 
three decades of successful clinical use. Their clinical background and thousands of 
reports in the literature testify to the value of the organomercurial diuretics. 


TABLET 
® 
BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI-2-METHOXY-PROPYLUREA 


EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 


MERCUHYDRIN® SODIUM 
LAKESIDE BRAND OF MERALLURIDE INJECTION 
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Complications of duodenal ulcer 


THOMAS E. MACHELLA, M.D. 


PHILADELPHIA 


@ The major complications of duodenal 
ulcer are hemorrhage, perforation, ob- 
struction, and intractability. Occasional- 
ly, a patient presents himself because of 
symptoms of a secondary anemia due to 
chronic blood loss from a _ duodenal 
ulcer. 


Hemorrhage 

The incidence of significant hemorrhage 
frem duodenal ulcer is probably less 
than 5 per cent. However, the average 
incidence in a general hospital is about 
20 per cent. It occurs at any age, but 
inost commonly between the ages of 40 
and 50 years, and more frequently in 
males. Bleeding may be the first signifi- 
cant clinical manifestation of an ulcer. 
The failure to demonstrate a crater on 
roentgen examination does not exclude 
the possibility that a duodenal ulcer is 
the site of the bleeding. 


CLINICAL MANIFESTATIONS 


A common history is that of an individ- 
ual who, during a period of unusual 
mental stress, suddenly feels faint, breaks 
out into a sweat, goes to the bathroom 


THOMAS E. MACHELLA is associate professor of 
medicine, University of Pennsylvania, and chief 
of the Gastrointestinal Clinic, University of 
Pennsylvania Hospital. 


The diagnosis and management of 
the major complications of duodenal 
ulcer, are discussed, including mas- 
sive hemorrhage, obstruction, per- 
foration, and intractability. 


where he may vomit blood and later pass 
a tarry stool. Frequently, he collapses 
and experiences vertigo on attempting 
to rise. A physician is summoned who 
recognizes the fact that the patient is 
bleeding internally and sends him to a 
hospital as promptly as possible. 

Occasionally some doubt may exist as 
to whether or not the vomitus, or the 
stool, contained blood. In such instances, 
the performance of a test for occult 
blood on a towel, handkerchief, or cloth- 
ing stained with vomitus or stool, or on 
material removed from the skin, may re- 
veal that the material is or is not blood. 
When it is suspected that bleeding from 
an ulcer has occurred and a stool has not 
been” passed, a rectal digital examination 
may disclose dark red or tarry feces which 
will yield a strongly positive test for 
occult blood. 

Systemic manifestations of the hemor- 
rhage depend on its acuteness, the de- 
gree to which the blood volume has been 
depleted, and the efficiency with which 
compensatory mechanisms are main- 
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tained. Clinical manifestations of hemor- 
rhage may be lacking when the amount 
of blood lost is less than 10 per cent of 
the total blood volume unless the loss 
has been rapid as from an artery. The 
loss of up to 10 per cent of the blood 
volume is usually compensated for by 
a reduction in the capacity of the vascu- 
lar tree mainly as a result of a contrac- 
tion of the liver and spleen forcing pre- 
viously side-tracked blood into the cir- 
culation. 

When a loss of more than 10 per cent 
of the blood volume has occurred, ad- 
ditional compensatory mechanisms are 
brought into play—that is, a further re- 
duction in the capacity of the vascular 
tree. This is accomplished by constric- 
tion of the arteries, arterioles, 
venules, and veins of regions in which 


large 


vasoconstriction does not cause any im- 
pairment of vital function such as the 
skin, mucous membranes, and intestines. 
In addition, some restoration of blood 
volume occurs by the transfer of fluid 
from tissue spaces into the circulation. 
The depletion of fluid from tissues re- 
sults in dehydration, clinically mani- 
fested by thirst—an indication for the 
prompt administration of fluid. 


When the blood volume is depleted 
to the extent of 10 per cent or more, the 
blood pressure and pulse rate are usually 
normal as long as compensation is main- 
tained, especially when the patient is 
in the supine position. Blood pressure 
may fall and the pulse rate increase when 
he attempts to sit or stand up at which 
time he also experiences vertigo and 
weakness. ‘The extremities may be cold 
and the patient very pallid, restless, and 
anxious. Collapse occurs when the two 
main compensatory mechanisms prove 
inadequate. The cardiac output de- 
creases, the arterial blood pressure falls, 
and the pulse is rapid and weak. The 
decreased cardiac output results in oxy- 
gen lack which leads to capillary wall 
damage, loss of plasma protein, and a 
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further decrease in blood volume. Pro- 
longed oxygen lack may result in irre- 
versible damage to the capillaries. Death 
may occur when about 40 per cent of 
the blood volume has been lost. 


LABORATORY FINDINGS 


The hemoglobin and erythrocyte count 
are not decreased until hemodilution oc- 
curs, after which the hematocrit may be 
used as an index of the severity of the 
hemorrhage. The blood urea nitrogen 
rises as a result of absorption of products 
of blood digestion as well as an impair- 
ment of renal function secondary to the 
fall in blood pressure. Maximum eleva- 
tion occurs about twenty-four to forty- 
eight hours after a massive hemorrhage 
and a return to normal in about seventy- 
two to ninety-six hours. A fall in the 
blood urea nitrogen indicates a cessation 
of bleeding while a persistence in its ele- 
vation indicates continued bleeding, an 
impairment of renal function, or both. 

Measurement of the blood volume will 
indicate the degree to which it has been 
depleted. However, the advisability of 
performing such determinations during 
a state of emergency is open to question. 
The vital signs and the hemoglobin and 
hematocrit determinations usually serve 
as adequate criteria for blood replace- 
ment therapy. 

The bromsulphalein test should not 
be relied upon to decide whether bleed- 
ing is occurring from a duodenal ulcer 
or from esophageal varices due to portal 
hypertension as altered blood flow 
through the liver in the various stages 


‘of shock as well as fever can cause re- 


tention of dye in the absence of primary 
hepatic disease. The incidence of duo- 
denal ulcer in patients with hepatic 
cirrhosis is sufficiently high so that this 
possibility of bleeding from a duodenal 
ulcer as well as from varices in the 
esophagus or fundus of the stomach must 
be kept in mind in each patient with 
cirrhosis who is bleeding. 
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ROENTGEN EXAMINATION 


Risks of x-ray examination are not con- 
fined to the procedure itself, but include 
hazards involved in the transfer of the 
patient to and from the place of the 
examination, usually performed at a dis- 
tance from the patient’s bed. If roentgen 
examination is decided on because of 
uncertainty as to whether the bleeding 
is from a duodenal ulcer, all possible 
precautions should be carried out, in- 
cluding the constant presence of some 
one familiar with the nature of the emer- 
gency as well as the condition of the 
patient. It must be kept in mind that 
roentgen examination under the best of 
conditions will not always reveal the 
presence of an existent duodenal ulcer 
and that under conditions of active 
bleeding a thorough examination cannot 
be performed and the diagnostic error 
can be considerable. Not infrequently, 
misleading information is obtained as a 
result of the presence of blood clots 
in the stomach, lower esophagus, or 
duodenum. 

In the presence of a known history of 
duodenal ulcer, the roentgen examina- 
tion should be deferred until at least 
four days after the stools have been gross- 
ly normal in color. 


TREATMENT 

Treatment must be prompt and intelli- 
gent as the hemorrhage constitutes an 
emergency. Whenever possible, the pa- 
tient should be seen promptly by a sur- 
geon as well as an internist. However, re- 
sponsibility for management should be 
clearly assumed by one individual in 
order to avoid errors of omission some- 
times innocently committed when re- 
sponsibility is divided. 


The patient should be placed at com- 
plete bed rest and arrangements made 
to secure the proper type of blood and 
means for its prompt administration, 
even though the decision to withhold 
transfusion may be made. A sedative is 


prescribed when indicated. A 100-mg. 
dose of sodium phenobarbital injected 
subcutaneously usually will allay appre- 
hension. The use of Demerol is prefer- 
able to that of morphine for severe pain, 
because the latter may cause nausea and 
vomiting and interfere with the institu- 
tion of a prompt feeding program and 
encourage a renewal of or a continuation 
of the bleeding. Atropine or any other 
effective anticholinergic drug should be 
administered by injection in mouth dry- 
ing doses in order to decrease gastric 
acid secretion. It often will abolish pain. 

If the systolic blood pressure is below 
100 mm. mercury or the pulse rate above 
100 per minute, a slow intravenous drip 
of 5 per cent glucose in water is promptly 
begun and plasma or blood substituted 
as soon as possible. If the bleeding con- 
tinues as indicated by persistence of ab- 
normal vital signs, hematemesis and/or 
passage of tarry stools, the administra- 
tion of blood is continued. About 100 
cc. of fresh frozen plasma or a transfusion 
of fresh whole blood should be admin- 
istered after every 3 pints of bank blood 
to provide AC globulin; otherwise, a 
deficiency of this element may interfere 
with the blood clotting mechanism. One 
should also keep in mind the administra- 
tion of calcium intravenously to counter- 
act the effect of citrate on the clotting 
mechanism when large amounts of cit- 
rated bank blood are used. Vitamin K 
and vitamin C should be administered 
empirically. A coagulogram should be 
performed to detect deficiencies in the 
clotting mechanism in individuals who 
continue to bleed. 

Fluids should not be introduced into 
the circulation unless indicated because 
increasing the blood volume beyond nor- 
mal may bring on pulmonary edema 
especially in elderly individuals and may 
prolong bleeding on a mechanical basis. 
However, sufficient fluid should be ad- 
ministered to allay thirst and to main- 
tain a urinary output greater than 800 
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ml. per twenty-four hours. Oxygen, by 
nasal catheter, should be administered 
if the hemoglobin is low and air hunger 
is present. 

A feeding program is promptly insti- 
tuted and eating encouraged unless the 
patient is nauseated, vomiting, or in 
shock. Feedings of soft, bland foods are 
administered every two hours. Laxatives 
should not be prescribed during the state 
of emergency because these, by provoking 
bowel movements, may void one of the 
valuable clinical signs of bleeding—the 
cessation or continuation of passage of 
tarry stools. Orders are written for the 
blood pressure and pulse rate to be taken 
and recorded every 30 minutes until the 
crisis is over. A responsible person should 
be notified promptly if the systolic blood 
pressure falls below 100 mm. of mercury 
or the pulse rate rises above 100 per 
minute so that blood may be adminis- 
tered. 

A cessation of active bleeding is her- 
alded by the disappearance of nausea 
and hematemesis, by the cessation of the 
passage of stools, and by the maintenance 
of hemoglobin, hematocrit, and vital 
signs at satisfactory levels without trans- 
fusion of blood. In the patient who has 
bled and whose vital signs are satis- 
factory, the cessation of hematemesis and 
of the passage of tarry stools are extreme- 
ly valuable clinical indications that ac- 
tive bleeding has ceased. In addition, 
the patient ceases perspiring and loses 
the apprehensive appearance he had 
while he was actively bleeding. He may, 
however, experience vertigo on sitting 
up if the hemoglobin is low. 

After the bleeding has stopped, the 
decision as to whether surgery should be 
performed should be made on an in- 
dividual basis. If the patient has never 
had an opportunity for adequate medi- 
cal treatment, is willing and able to ad- 
here to a strict medical ulcer regimen, 
and the emotional motivating factors 
responsible for the ulcer are not insur- 
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mountable, conservative treatment may 
be tried regardless of age and the num- 
ber of previous hemorrhages. The re- 
sponsibility rests with the patient as well 
as the physician. If conservative therapy 
has been decided on and the hemorrhage 
recurs, surgery should be urged. 

If surgery has been decided on, it 
should be performed as an elective pro- 
cedure when possible. Patients who have 
recently bled, even though the circula- 
tion appears adequate, are hypersensi- 
tive to other strains, and those of anes- 
thesia and laparotomy may precipitate 
an irreversible crisis. Anemia and hypo- 
proteinemia, if present, should be cor- 
rected prior to operation. 

When a patient continues to bleed 
profusely as evidenced by continued 
nausea, vomiting of blood, passage of 
tarry or bloody stools, a falling hemo- 
globin and hematocrit, and difficulty in 
maintaining vital signs at a satisfactory 
level, continued conservative therapy 
cannot be relied upon to stop the bleed- 
ing, and surgery should be resorted to 
within six hours of admission to the 
hospital. In such instances, a_ sizable 
artery is usually found to be eroded. 

In the face of evidence of continued 
bleeding of moderate severity, requiring 
1 unit or less of blood every eight hours 
to maintain vital signs at a satisfactory 
level, a decision has to be made as to 
whether to persist in conservative ther- 
apy or to resort to surgery. There are 
no absolute criteria which can be fol- 
lowed to indicate the time at which 
surgery should be performed. Many fac- 
tors: have to be taken into consideration 
and that decision made which appears 
to offer the best prognosis under the 
existing circumstances. Some of the fac- 
tors to be considered are (1) the _per- 
sistence of bleeding for thirty-six to 
forty-eight hours, (2) the general con- 
dition of the patient, (3) the coexistence 
of serious cardiorenal or hepatic or other 
disease, and (4) the availability of ade- 
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quate amounts of suitable blood for 
replacement. If there is but little blood 
available, it should be used to see the 
patient through the operation rather 
than to maintain blood volume for a 
brief time and then have no more avail- 
able when it is badly needed. 


Perforation 


Perforation of duodenal ulcer occurs at 
any age and more frequently in males. 
About 25 per cent of patients with per- 
forated ulcers have had no_ previous 
history of ulcer. The majority of per- 
forations occur at the time of the evening 
meal. 


CLINICAL MANIFESTATIONS 


Perforation is heralded by the abrupt 
onset of severe and prostrating pain in 
the epigastrium. The pain, within an 
hour or two, may move to the right lower 
quadrant or become generalized, de- 
pending on dispersion of the irritating 
acid gastric content. Reference of the 
pain to the shoulder indicates irritation 
of the diaphragm. Nausea is usually pre- 
sent, but vomiting is abortive and tends 
to be suppressed in order to avoid in- 
tensifying the pain. 

The patient usually lies rather quietly 
in a position aptly termed the “frozen 
attitude.” The face is anxious, haggard, 
and pallid, and beads of sweat are pres- 
ent on the brow. Respiration is shallow 
and panting in an attempt to restrict 
respiratory excursions of acid-seared vis- 
cera. The abdomen, on palpation, has 
a boardlike rigidity. Peristalsis is usually 
absent; its return indicates that the scat- 
tering of gastric content has not been 
diffuse and spreading peritonitis is not 
present. Evidences of shock may appear 
when spreading peritonitis develops. 


ROENTGEN EXAMINATION 


A survey film will usually reveal free 
air in the uppermost portion of the ab- 


domen. It may be seen beneath the dia- 
phragm with the patient in the erect 
position. Barium should not be admin- 
istered by mouth when perforation is 
suspected. 


TREATMENT 


Treatment of free perforation consists 
of prompt institution of gastric suction 
by means of a nasogastric tube and 
prompt surgery followed by expectant 
treatment for peritonitis and shock. The 
procedure of choice is that of oversewing 
the site of the perforation and placing 
omentum against it. Proper drains 
should be inserted into the areas in 
which abscesses might subsequently de- 
velop. In borderline cases, when signs 
of peritonitis are absent, continuous 
nasogastric suction may be employed and 
supportive therapy administered paren- 
terally. Such a plan may also be used 
when the site of the perforation is walled 
off by adhesions as indicated by a local- 
ized collection of air on a survey film 
of the abdomen. 


Obstruction 

Gastric retention in association with a 
duodenal ulcer may occur as a result of 
narrowing caused by spasm and edema 
secondary to an active ulcer, or by scar 
tissue formed in the healing of an ulcer, 
or by a combination of both. It is im- 
portant to determine the major factor 
in the obstruction because, although an 
active ulcer with spasm and edema may 
respond to conservative treatment, ob- 
struction caused by scar tissue contrac- 
tion will require surgery. In any given 
case, it is not always possible to know 
at first which type of obstruction is 
being dealt with, consequently, conserva- 
tive treatment should always be tried. 
If it turns out that the obstruction is 
caused by scar tissue and not by spasm 
and edema, the patient will be in much 
better shape for surgery following a pe- 
riod of conservative management. 
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LABORATORY FINDINGS 


The hemoglobin and the red and white 
blood cell counts may be elevated be- 
cause of hemoconcentration. The dif- 
ferential white blood cell count in such 
instances is normal. The loss of hydro- 
chloric acid and potassium in the vom- 
itus may cause alkalosis and hypokalie- 
mia. Gastric aspiration usually reveals 
considerable residue present, including 
previously ingested food. Roentgen ex- 
amination using an opaque meal reveals 
considerable nonopaque gastric residue 
and failure of the barium to leave the 
stomach. 


TREATMENT 


Constant gastric suction should be ap- 
plied through a nasally introduced tube. 
Dehydration, acid-base imbalance, hypo- 
kalemia and hypoproteinemia, should 
be corrected by parenteral administra- 
tion of appropriate fluids and _ electro- 
lytes. After about forty-eight to ninety- 
six hours of constant gastric aspiration, 
200 ml. of milk are introduced into the 
stomach and the suction discontinued 
for a period of two hours, with the pa- 
tient remaining in a Fowler position. 
Suction is then reinstituted. If all of the 
milk is returned, indicating that com- 
plete gastric retention persists, suction 
and supportive therapy are continued 
for two or three more days and the test 
with milk repeated. If the obstruction is 
caused by spasm or edema and inflamma- 
tion, partial relief from retention should 
have occurred forty-eight to ninety-six 
hours, and more complete relief in seven 
to ten days. If the gastric aspirate is 
considerable at the end of each twenty- 
four-hour period and complete retention 
is confirmed by roentgen examination, 
surgery must be resorted to. 


Intractability or Persistent Pain 
Intractability usually means that a prop- 
er ulcer regimen has not been prescribed 
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or followed, or that the responsible emo- 
tional motivating mechanisms are insur- 
mountable. The plan of therapy to be 
used depends on whether or not vomit- 
ing is associated. In patients with per- 
sistent pain and vomiting, a plan of 
therapy similar to that used for obstruc- 
tion is carried out and acid-base and 
fluid balance watched closely. Usually 
within twenty-four to thirty-six hours 
of continuous aspiration, the acute symp- 
toms subside. The suction is discon- 
tinued and frequent (hourly) feedings of 
small amounts of milk and cream at- 
tempted. If the feedings are tolerated, 
the tube may be withdrawn and a regi- 
men for active ulcer instituted. The ad- 
ministration of an effective gastric secre- 
tory depressant drug parenterally dur- 
ing the period of active symptoms lessens 
the chances of electrolyte imbalance de- 
veloping because less gastric juice is 
secreted and therefore less aspirated. 
Vitamins should be administered paren- 
terally. 

When pain is persistent and vomiting 
absent, a continuous drip feeding may 
be administered via a nasogastric tube 
with fairly prompt relief of symptoms. 
The material used for intragastric drip 
may be a mixture of milk and cream 
supplemented with essential vitamins, or 
one of the specially prepared mixtures 
available on the market, such as Susta- 
gen, which is especially designed to have 
a low viscosity in order to pass through 
small-bore, nonirritating, plastic tubes. 
An intragastric drip rate of about 40 to 
50 drops per minute results in the ad- 
ministration of about 2400 ml. in twenty- 
four hours. 

Following the disappearance of pain, 
the tube is withdrawn and routine treat- 
ment for active ulcer is instituted. 


From the Gastrointestinal Section (Kinsey- 
Thomas Foundation) of the Medical Clinic, Hos- 
pital of the University of Pennsylvania, Phila- 
dephia. 
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Restoration of upper limb function 
after radical mastectomy 


NORMAN C. DELARUE, M.D. 


TORONTO 


# The controversy regarding the value, 
and indeed the place, of radical mastec- 
tomy in the treatment of mammary car- 
cinoma continues unabated. There re- 
mains a school of thought, to which I 
subscribe, which believes that this form 
of surgical management is preferable in 
selected cases. Because those who favor 
simple mastectomy stress that this proce- 
dure results in better wound healing and 
in less shoulder stiffness and arm swell- 
ing, proponents of axillary dissection 
must devise methods to minimize such 
complications and bring the incidence 
of postoperative morbidity into competi- 
tion with the “simpler procedure.” It is 
our contention that this is actually quite 
feasible when the two operations are 
properly performed. In fact, simple mas- 
tectomy, by its very name, tends to at- 
tract surgeons who have insufficient 
training to attempt the more radical 
operation, with the result that the pro- 
cedure is often incompletely performed, 
poorly executed, and inadequately han- 
dled in the postoperative period. When 
improperly used in this manner, the 
number and severity of the complications 
may well be greater than the incidence 
generally accepted in the standard radi- 
cal axillary dissection. 

Of course, all conscientious surgeons 


NORMAN C. DELARUE is assistant professor in sur- 
gery, Faculty of Medicine, University of Toronto; 
surgeon in the Department of Surgery, Toronto 
General Hospital; and senior consultant in the 
Department of Thoracic Surgery, Toronto Hos- 
pital for Tuberculosis. 





Even in cases it cannot cure, surgical 
treatment may do much to relieve 
suffering, restore function, and pro- 
long life in patients with breast 
cancer, 

Function of the upper limb may be 
impaired after radical mastectomy by 
infection, delayed wound healing, 
and fluid collection under the skin 
flaps. Methods and exercises to con- 
trol lymphedema and restore shoulder 
joint function are available and 
should be instituted at the proper 
time after operation. 


now realize that results of treatment of 
cancer, as far as “cure” is concerned, are 
determined by the “tumor-host” relation- 
ship on a fundamental biologic level 
rather than by the surgical attack util- 
ized.!_ In other words, one cures only 
those who are “curable” as a result of 
the nature of the disease they harbor. 
Those with biologically active, invasive 
neoplasms will succumb eventually to 
their disease, albeit much may be accom- 
plished in a palliative sense in the in- 
terim by treatment of the primary lesion 
and then the symptomatic metastases as 
they appear. 

At the other end of the scale, the 
tumor may be biologically incapable of 
invasive activity within the effective re- 
sistance of the host, and, consequently, 
remains localized to the tissue in which 
it originally arose. Thus, this represents 
a lesion potentially curable and equally 
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well treated by both simple and radical 
mastectomy. 

There does apparently occur, in addi- 
tion, an intermediate group of neoplasms, 
admittedly in small numbers (usually 
estimated at 20 to 25 per cent), in which 
the struggle between the invasive ac- 
tivity of the neoplasm and the resistance 
of the host proceeds through an appre- 
ciable length of time before lymphatic 
dissemination occurs and in which early 
hematogenous metastases are not pro- 
duced.? This situation permits one to 
envisage potential cure if both the local 
lesion and the regional nodes are re- 
moved and, in the case of mammary car- 
cinoma, one of the major fields is, of 
course, the axillary plexus of filtering 
nodes. Because it is impossible as yet, in 
most instances, to distinguish clinically 
between these two latter groups and be- 
cause the interpretation of axillary ex- 
amination is so inaccurate, we feel that 
a radical mastectomy, performed at the 
earliest possible moment, is indicated in 
all instances in order that one does not 
fail to take advantage of the opportunity 
for curing those whose disease remains, 
at the time, confined to the breast and 
axilla. One must accept in this plan, of 
course, the probability that, in the larger 
proportion of patients so treated, distant 
metastases are already present and cure 
is not actually accomplished. Despite this 
observation, effective palliation is often 
achieved, and the subjective value of 
treatment, with its humane implications, 
must never be underestimated. 


It is not within the scope of this paper 
to entertain the differing views regarding 
the potential danger of disseminating dis- 
ease by axillary trauma or manipulation 
of the tumor itself. It is our impression, 
however, that manipulation of the tumor 
is much more significant in the possible 
spread of cancer at the time of operation. 
There can be no argument with the ac- 
tual pathological detection of emboli of 
tumor cells in the venous drainage of 
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colonic carcinomata.’ In the operative 
attack on the primary lesion of breast 
cancer, we can only continue to stress 
the importance of gentleness in handling 
all tissue, the use of knife dissection at 
all times, and the lack of need for haste 
in accomplishing the surgical extirpa- 
tion. It is not feasible in mammary car- 
cinoma to contemplate preliminary liga- 
tion of venous channels* to protect the 
patient against this danger as it is in 
certain other sites, but possibly one 
should seriously entertain the advisabil- 
ity of immediate use of chemotherapeutic 
agents to destroy or inactivate these dis- 
seminated cells before they develop effec- 
tive metastases.4 

In patients demonstrating little or no 
involvement of the axilla, it seems prob- 
able that, even in those who do have 
lymphatic extension, the neoplastic cells 
are arrested at least for a time in effective 
nodal filters, and that total removal of 
the axillary nodes by sharp dissection 
will encompass the disease adequately 
without actually cutting through neo- 
plastic tissue. This observation is sup- 
ported by the small numbers of axillary 
recurrences which have been reported— 
even in the past, when selection of pa- 
tients for radical mastectomy was less 
careful than it is at present. In those with 
frank axillary disease, a program of pre- 
operative radiotherapy may be advisable 
in order to provide a barrier of peri- 
lymphatic scar which may prevent dis- 
semination when, of necessity, dissection 
is carried out in planes closer to the dis- 
ease process. 


Postoperative Complications 
After accepting the limitations of these 
curative possibilities, how may the sur- 
geon who chooses to perform a radical 
mastectomy minimize the incidence of 
complications that may impoverish the 
functional activity of the shoulder and 
arm? 

Fundamentally, this postoperative dys- 
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function stems from development of ede- 
ma in the operative field, in the shoulder 
joint, or in the arm itself, and methods 
of control must be designed to improve 
the situation at each of these separate 
sites. With increasing attention to this 
problem, two fundamental alterations 
in emphasis have recently become ap- 
parent. 

In the first place, most surgeons now 
agree that venous obstruction bears little 
relation to the occurrence of arm swell- 
ing, as segments of axillary veins may 
be deliberately excised without signifi- 
cant increase in incidence of edema, and 
venograms may fail to demonstrate 
thrombotic obstruction or narrowing of 
the venous channel by perivenous scar- 
ring when swelling has actually devel- 
oped.® Consequently, it is generally ac- 
cepted that lymphatic obstruction is the 
responsible factor. 

In the second place, it is now being 
recognized that resistant staphylococcal 
organisms are increasingly common in the 
bacterial population, and that postopera- 
tive infection rates due to this organism 
are seriously increasing. This has _ re- 
emphasized the fact that infection is a 
factor of basic importance. Thus, both 
infection and edema must be controlled 
if permanent shoulder stiffness and arm 
swelling are to be avoided. 

The factor of lymphedema is the com- 
mon denominator of all the complicating 
sequelae of radical mastectomy, for, in 
all probability, infection and other fac- 
tors capable of producing inflammatory 
reactions in the operative field create 
their permanent mischief by leading to 
lymphatic obstruction. This obstruction 
is originally the result of the associated 
occlusion of lymphatic channels by intra- 
luminal plugs of fibrin and debris and, 
at a later stage, the result of progressive 
narrowing of the vessels as perilymphatic 
granulation tissue matures to contracting 
scar, 


Control of Lymphedema 


Lymphedema may occur immediately 
after operation or develop after a delay 
of several days, usually at the time when 
an active exercise program is increasing 
the functional demands upon the upper 
limb. 


IMMEDIATELY AFTER OPERATION 


The first type, which is immediately post- 
operative, probably reflects an anatomic 
defect with initial insufficiency of the 
collateral lymphatic circulation via the 
supraclavicular triangles and the deltoid 
region and inability to meet the drain- 
age needs of the tissue spaces within the 
upper limb. However, severed lymphatics 
usually seal initially without any intra- 
luminal thrombosis, then promptly de- 
velop budding pathways capable of cir- 
cumventing the site of division, thus 
re-establishing connections with more 
proximal channels. These new vessels, in 
association with the reserve collateral 
circulation, within a short time provide 
a system which is usually adequate for 
the needs of functional activity. The 
tendency to lymphedema then becomes 
less apparent. 

If during this period of stabilization 
the degree of the swelling can be mini- 
mized, the permanent defect may be 
quite acceptable. In such instances, ad- 
vantage is taken of the effect of gravity 
drainage during recumbency and elastic 
compression and support during the 
brief periods when dependency of the 
arm is necessary. Use of the arm is avoid- 
ed except for carefully supervised. periods 
of specific exercises designed to prevent 
stiffness at the arm joints until such time 
as more normal activity may be _ per- 
mitted. 

Elevation is best accomplished during 
the day by pillow supports, with the pa- 
tient recumbent and, at night, the use 
of mechanical restraint is almost manda- 
tory in order to prevent the patient from 
lying on the involved arm. This restraint 
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may be provided quite effectively by a 
glove with cords passed from the finger 
tips to supporting weights over a pulley 
system near the head of the bed.® Al- 
though initially disturbing, accommoda- 
tion is usually made very quickly to this 
balanced traction device. Properly fitted 
elastic stockings are easier to apply than 
bandages, and therefore probably pro- 
vide more effective support during the 
early phases of ambulatory activity. 
These measures may also be utilized to 
advantage when dealing with delayed 
edema, to be discussed below. 

Delayed Swelling 
Delayed swelling denotes lymphedema 
resulting from any one or a combination 
of three postoperative complications: (1) 
interference with wound healing, (2) ac- 
cumulation of serum under the skin 
flaps, or (3) the presence of infection. 
Although complications of this type may 
be relatively unimportant if they occur 
on the chest wall, increasing proximity 
to the axilla renders them of increasing 
significance. The value of using a skin 
incision which does not cross the axilla 
or extend onto the arm has been general- 
ly accepted insofar as improving shoulder 
function is concerned. However, it is 
probable that avoidance of local axillary 
contamination and scarring as a compli- 
cation of a wound that breaks down or 
becomes infected in this area is more 
significant than the nature of the in- 
cision used. Many oblique incisions will 
allow a full range of movement if the 
skin flaps remain adherent and the 
wound heals innocently. 

These three complications presumably 
all act in the same manner by increasing 
the inflammatory reaction within the 
operative field, thus increasing eventual 
scarring and lymphatic occlusion. A 
wound slough not only provides an in- 
flammatory reaction to the necrotic tis- 
sue but admits infecting organisms from 
the surface so that infection is an un- 
avoidable associated complication. A se- 
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rous or bloody collection of fluid also 
stimulates an inflammatory reaction in 
response to the irritating effect of the 
products of autolysis and the demand 
for absorption of the accumulated debris. 

In addition, such a complication cre- 
ates an ideal culture medium for patho- 
genic organisms which enter the wound 
from the atmosphere or from the skin 
edges during the dissection at the time 
of operation, with the result that once 
again infection becomes an important 
factor. This almost inevitable wound 
contamination, as distinct from infection, 
is usually controlled effectively by the 
host reaction unless an additional com- 
plication, such as those noted, allows or 
encourages a flourishing bacterial flora. 

Thus infection is the most important 
of the three factors, co-existing as it does 
almost invariably with the other two. 
Obviously a major skin necrosis in the 
axilla or a continuing serous collection, 
which results in a cavity that can only 
be obliterated by granulation tissue, may 
produce sufficient eventual scarring and 
contracture to interfere with shoulder 
joint movement. In most instances, how- 
ever, it is the reaction to the infection 
which produces the more extensive and 
widespread lymphatic occlusion and 
thereby the more lasting effects. Conse- 
quently, antibiotic coverage is essential 
in the postoperative period. Because of 
the prevalence of staphylococcal infec- 
tions, one should not hesitate to add to 
this coverage effective antibiotics, such 
as Erythromycin, at the first indication 
of a major infection. Many of these in- 
fections are indolent and little inflamma- 
tory reaction may be detectable clinically. 
In such cases, the antibiotic therapy 
should be exhibited immediately edema 
becomes apparent, regardless of the 
length of time that may have elapsed 
following the operation—quite possibly 
an interval of two to three weeks—and 
such therapy continued until the signs 
have been controlled.? 














Necrosis of the wound margins, occa- 
sionally amounting to frank sloughing 
of a considerable area of the skin flap, 
is a frequent complication of any total 
mastectomy. Its frequency and severity 
may be minimized, however, by gentle 
handling of tissues, sharp dissection at 
all times, and avoidance of undue ten- 
sion when closing the incision, particu- 
larly if thin skin flaps have been fash- 
ioned or preoperative irradiation has 
been applied to the local area. In the 
event that the size of the lesion to be 
excised demands a major sacrifice of skin, 
it is preferable to graft the chest wall 
defect rather to close the wound with 
tension. One should make every effort 
to apply full thickness skin to the axil- 
lary region, even at the expense of ro- 
tating a skin flap if necessary. When 
dealing with irradiated skin, the blood 
vessels are already bound in perivascular 
scar, and, with the added insult of ten- 
sion, one is occasionally faced with the 
complication of a spreading retrograde 
thrombosis. ‘Thus, a_ relatively minor 
necrosis may be transformed into a dis- 
astrous widespread gangrene of the flap. 
If thin skin flaps are utilized, it is im- 
perative that they be kept firmly in con- 
tact with the underlying chest wall for, 
in effect, they resemble grafts and, par- 
ticularly at the margins, may pick up 
nourishment from the adjacent tissues 
while healing is taking place. In this 
regard, not only is it important to avoid 
fluid accumulations under the flaps, but 
it may be wise to anchor them to the 
intercostal muscles by placing blanket 
sutures strategically. 

Elevation of the skin flap by fluid 
collections has long been recognized as 
a serious problem and many methods 
have been devised for its prevention. In 
the original technics, drainage through 
stab wounds, accompanied by pressure 
dressings, was considered imperative. 
Then many surgeons advocated the use 
of pressure dressings without drainage, 








albeit usually with the flap anchored to 
the chest wall. Finally suction drainage 
has become popular, often without pres- 
sure dressings of any kind. 

There can be no doubt that prolonged 
drainage provides a tract along which 
organisms may enter the raw wound area 
from the skin surface, and it would seem 
that recent observations have promoted 
a supposition that occlusive dressings 
create an environment favorable for the 
proliferation of contaminating organisms 
and the. production of wound infec- 
tions.*»> With these thoughts in mind, 
several authors have condemned drains 
and pressure dressings. One must be 
realistic, however, and, in the absence 
of any method of avoiding these proce- 
dures which will guarantee control of 
fluid accumulation, it would appear that 
their infective potential is less than the 
danger of the complication they are de- 
signed to control. Consequently, we con- 
tinue to utilize suction drainage® until 
the flaps are adherent, which usually 
occurs within forty-eight to seventy-two 
hours, and, although pressure is not ab- 
solutely essential when this method of 
evacuating fluid is used, we find it helps 
in stabilizing the wound and _ provides 
great comfort to the patient. Over the 
short period in which it is used, we have 
not thought that it appreciably enhances 
the danger of transforming bacterial con- 
tamination into an actual wound infec- 
tion. 

Immediate postoperative shoulder ac- 
tivity is to be condemned and, particu- 
larly, abduction which tends to tent a 
snug flap away from the dome of the 
axilla. If this bellows action is permitted 
before the flap has become firmly ad- 
herent, a space is again created in which 
serum may collect. The organization of 
such a collection is a far greater danger 
than the shoulder stiffness which may 
result from a few extra days of relative 
immobilzation. Active shoulder exercises 
are not begun until healing of the wound 
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FIG. 1. Bed exercises for abduction and external 
rotation. 


in all its various phases is well under 
way—usually in five to six days. The arm 
is nursed in a sling during the immedi- 
ate postoperative period and kept at the 
side until it is thought safe to institute 
functional activity. 


Restoration of Shoulder 
Joint Function 


Although successful wound healing takes 
precedence over all other considerations 
in the immediate postoperative period, 
one cannot neglect shoulder joint func- 
tion for long without facing the possibil- 
ity of some permanent limitation of 
movement, or impairment of function as 
a result of the period of immobilization. 
This results from the associated re- 
action which occurs within the joint and 
in its supporting rotator cuff musculature 
if an inflammatory process develops in the 
wound. It also results from the synovial 
edema which develops with functional 
inactivity. The loose synovial folds ove1 
the anterior and inferior portions of the 
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FIG. 2. Bed exercises for elevation. 


joint become swollen and covered by a 
serofibrinous exudate which promotes 
adhesions between these capsular plica- 
tions. ‘Therefore, if the process is allowed 
to proceed unchecked, impairment, par- 
ticularly of abduction and external rota- 
tion, rapidly becomes much more serious. 


POSTOPERATIVE BED EXERCISES 


As soon as healing is considered adequate 
—that is, when the flaps are adherent and 
there is no evidence of fluid or infection 
in the wound area—an active exercise 
program is prescribed to allow early re- 
sumption of normal functional activity. 


e Beginning forty-eight hours after operation, 
elbow flexion and extension are allowed with 
pronation and supination and, of course, wrist 
and hand exercises. 

e When permitted by the progress of healing, 
the patient is asked while in the recumbent posi- 
tion to bring up her hand to a point behind her 
head, where the fingers are locked with those of 
the opposite hand. Flexion of the neck may be 
necessary to allow completion of this movement, 
which is accomplished with the humerus in for- 
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ward flexion and the elbow flexed. The head is 
extended and the opposite arm fully abducted 
to bring the elbow against the pillow or the bed, 
as the case may be. The affected arm is then 
exercised in an attempt to duplicate this posi- 
tion, as shown in figure 1. 

e When full abduction to this position is pos- 
sible, the elbow is stabilized by the nurse, the 
fingers unclasped, and the elbow fully extended, 
which brings the entire arm into a position of 
elevation approximately halfway between the 
horizontal and the vertical. Once this maneuver 
has been accomplished, the patient attempts to 
grasp the posts at the head of the bed. When 
she manages to do this, she is asked to hold the 
position for a minute or two on each occasion 
before lowering the arm again (figure 2). 

e Once it is possible in this way to reach the 
head of the bed, further extension and elevation 
are produced by asking the patient to slide down 
in the bed while maintaining her grasp on the 
vertical 5<d posts, thus increasing the range of 
movement achieved at each effort. 


These exercises performed in bed 
should be associated from the start with 


functional use of the upper limb within 
the limitation of the range of motion 


FIG. 3. Pendulum exercises 
useful in any type of shoulder 
dysfunction. Illustrated by ac- 
tion photo. 


achieved at any one period. Much is ac- 
complished by asking the patient to 
comb and brush her own hair, wash her 
face, and feed herself as soon as its proves 
possible for her to do so. 


EXERCISES IN THE ERECT POSITION 


Once these maneuvers have been con- 
quered, additional exercises in the erect 
position may be prescribed if thought 
necessary to speed recovery. 


e Pendulum exercises, stressing particularly ab- 
duction and- adduction, always prove useful as 
in any type of shoulder dysfunction (figure 3). 


e If it proves difficult to obtain a full range of 
elevation, one may take advantage of an over- 
head pulley system to assist in the last few de- 
grees of this movement. The pulley may be hung 
from a bracket on the back of any convenient 
closet door, and the patient, sitting on a stool 
with her back to the door, may then force the 
involved arm into progressively increasing eleva- 
tion by pulling downward with the opposite 
hand (figure 4). In lieu of the pulley system, a 
similar arrangement may be designed by passing 
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Fics. 4 and 5. Pulley exercises for elevation. 


a rope around the shower curtain rod in the 
bathroom. The rope is grasped in either hand 
by the patient who sits astride the edge of the 
bathtub (figure 5). 


e Unassisted elevation may then be performed 
by the usual “wall-climbing” technic as shown 
in figure 6. The patient stands facing any con- 
venient wall and, with both hands held directly 
forward at 90 degrees, she “walks” up the wall 
with her fingers, gradually approaching the wall 
as the range of motion possible above shoulder 
level increases. Eventually the body is to be 
brought flush with the wall as the patient reaches 
the position of complete elevation. In performing 
exercises of this type, it is imperative that a 
record of the range of function obtained be made 
at each effort, usually by a mark on the wall. 
(This is done preferably with Scotch Tape to 
avoid defacing the finish.) This range must be 
exceeded at each successive period of exercising. 
Only in this manner is the patient certain that 
she is showing continuing improvement. 
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e Other movements are usually recovered with- 
out specific supervision as normal daily activities 
are resumed, but it is occasionally wise to check 
upon internal rotation by asking the patient to 
place her affected hand between her shoulder 
blades. This additional maneuver should be pre- 
scribed as a regular part of the exercise program 
if the range of motion is seriously limited. 
Shoulder circumduction may also be_ utilized, 
when full elevation is possible, in order to main- 
tain the gains in all the various components of 
shoulder function. 


The exercise program advised is illus- 
trated with demonstrations of the range 
of motion achieved on the eighth post- 
operative day.!! It is interesting to record 
that the early edema apparent in these 
photographs subsided within a few 
weeks, and the patient is now able at 
eighteen months to play golf and carry 








FIG. 6. Wall-climbing exercises. 


out her daily activities without any ap- 
parent swelling of the arm or limitation 
of shoulder function. 

As in all active physiotherapy, super- 
vision of this program is essential. ‘The 
specific exercises used at the progressive 
stages of recovery should be performed, 
as is the usual custom, at hourly intervals 
over a period of five minutes and assur- 
ance made that a gain is recorded on 
each occasion. 

Occasionally progress in the recovery 
of shoulder function is prevented by in- 
flammatory changes either in the rotator 
cuff muscles or in the bicipital tendon.'® 
These complications may be easily recog- 














nized if one keeps them in mind, and, if 
they become incapacitating, immediate 
therapy is indicated in order to prevent 
permanent limitation of function. The 
local area of tenderness is carefully 
sought by palpation and local hydrocorti- 
sone injected after first infiltrating the 
area with a small amount of local anes- 
thetic. Usually 20 to 25 mg. of hormone 
is sufficient, and, if additional therapy 
is necessary, one may then find it possible 
to make the injection without using any 
local anesthetic. Provided the local area 
is accurately distinguished and the in- 
jection made exactly, the result obtained 
by this simple adjunct to the postopera- 
tive management is often dramatic. 


From the Department of Surgery, Toronto Gen- 
eral Hospital. 
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Serum proteins in chronic diseases 


of different etiologies 


Electrophoresis of serum proteins, glycoproteins, and 


lipoproteins in chronically ill patients 


E. J. CHESROW, M.D., G. C. TURNER, M.D., 
F. SCHAFFNER, M.D., and J. MUSCI, M.D. 


OAK FOREST, ILLINOIS 


@ In the many studies employing paper 
electrophoresis of serum proteins, it has 
been hoped that clues to the pathogenesis 
of diseases would be found which would 
aid in better control of such diseases. 
Many exploratory ventures using only 
protein staining’? or protein staining 
combined with carbohydrate? or lipid 
staining®* have been described. 

In general, the clinical material is 
usually limited in either number or 
variety, and the conclusions drawn for 
one disease can apply equally to some 
unrelated disease. This is especially true 
in the case of chronic illnesses, where 
poor appetite, debility and malnutrition, 
and the presence of protein intercurrent 
infections may be more responsible for 
the changes noted than the diseases 
under study. 

Because of the availability of a large 
and stable population of chronically ill 
patients, the study of protein, glycopro- 
tein, and lipoproteins was undertaken in 
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Electrophoresis of serum in chronic 
diseases of varied etiologies showed 
that gamma globulin protein in- 
creased although its carbohydrate 
content diminished. This results from 
intercurrent infection and malnutri- 
tion rather than from the disease 
process. No significant changes were 
found in the protein, carbohydrate, or 
lipid content of the other serum pro- 
tein fractions. 


4 groups of patients with diseases of 
different and totally unrelated etiologies 
—generalized arteriosclerosis, multiple 
sclerosis, far-advanced pulmonary tuber- 
culosis, and rheumatoid arthritis. Most 
of these have been studied individually 
with regard to the serum proteins by us 
and by others.1:?:%8 The purpose of this 
report is to show that many of the con- 
clusions derived for one disease can be 
applied to others or, more likely, that 
the changes observed are not the result 
of the disease under consideration but 
rather are caused by nonspecific factors 
common to most chronic illnesses. 


Material and Methods 


A total of 91 patients and 24 normal 
controls were studied, Filter paper strips, 
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TABLE 1 


Mean and Range of Electrophoretic Protein Distribution 





In percentages 

















Total 
No. of Alpha: Alpha: Beta Gamma protein 
Diagnosis persons Alb globuli globuli globulin globulin gm./100 cc. 
51.6 5.2 11.4 15.4 16.1 7.3 
yore ” (43.5-64.4) (2.2-7.7) (6.8-15.6) (10.2-20.6) —(11.8-20.2) (6.0-8.6) 
F 39.0 5.8 12.0 14.2 29.2 7.2 
—o : (32-46.6) (3.9-11.8) (8.6-15.7) (10.6-19.1)  (23.6-37.4) (6.1-8.5) 
F 37.5 5.9 13.5 15.4 27.8 7.5 
Tuberculosis * (20.8-52) (2.5-10.6) (6.4-21.9) (7.2-26.8) (16.3-42.3) (6.0-8.8) 
; 7 45.8 5.1 12.4 14.4 22.2 7.0 
Multiple | sad (20.7-66.4) (2.8-10.1) (6.7-19.7) (6.8-25.2) (9.4-41.5) (6.0-8.2) 
sclerosis 
; : 42.5 5.5 11.0 14.1 26.7 6.7 
Aterioederans = 12 (32.7-50) (3.8-7.2) (4.8-13.7) (10.5-25.6)  (20.4-36.5) (5.0-8.2) 
In grams per 100 cc. 
3.75 0.39 0.83 1.11 1.15 
Normal 24 (3.01-5.44) (0.19-0.59) (0.41-1.17) (0.74-1.67) (0.77-1.59) 
F 2.92 0.41 0.86 1.01 2.13 
Rheumatoid ° (2.28-3.74)  (0.25-0.68) (0.56-1.15)  (0.75-1.36) _—(1.48-3.18) 
arthritis 
: 2.78 0.43 1.03 1.13 2.10 
Tuberculosis a (1.44-4.15) (0.22-0.80) (0.61-1.64) (0.58-1.89) (0.98-3.44) 
, 3.2 0.36 0.88 1.00 1.56 
Multiple - = (1.62-4.86)  (0.20-0.67) —(0.43-1.47) — (0.44-1.74) —(0.79-3.24) 
sclerosis 
: : 2.85 0.37 0.74 0.96 1.80 
Artorioscterosis = (2.16-4.07)  (0.25-0.48)  (0.29-0.82)  (0.72-1.94) _—(1.26-2.42) 
using serum obtained after a twelve-hour filter paper for the separation of pro- 
fast, were stained and analyzed for pro- teins, lipoproteins, and _ glycoproteins, 


tein, glycoprotein, and lipoprotein. ‘The 
91 patients included 47 with multiple 
sclerosis, 24 with far-advanced pulmo- 
nary tuberculosis, 12 over 90 years of 
age with advanced generalized arterio- 
sclerosis, and 8 who were severely crip- 
pled with rheumatoid arthritis. In each 
case, the diagnosis had long been estab- 
lished, and the disease process was still 
in an active stage. The normal controls 
were medical, laboratory, and office per- 
sonnel. 

Electrophoretic separations of pro- 
teins, lipoproteins, and _ glycoproteins 
were carried out simultaneously in the 
Durrum type hanging strip electropho- 
resis apparatus designed by Williams.® 

Serum in amounts of .006, .02, and 


.05 cc. was applied to Whatman 3 mm. 


respectively. Electrophoresis was carried 
out for sixteen hours in veronal buffer 
pH 8.6, ionic strength .05. A current of 
7.5 ma. per cell was applied. After six- 
teen hours the strips were dried in an 
oven at 120 C. for thirty minutes. 

The protein strips were placed in a 
bromphenol blue dye bath overnight. 
The strips were then rinsed twice in 2 
per cent acetic acid for five minutes, a 
third time in 2 per cent acetic acid for 
ten minutes, and finally rinsed in fixa- 
tive solution composed of 1 per cent 
sodium acetate and 10 per cent acetic 
acid for two minutes. Strips were blotted 
and dried in the oven. 

The lipoprotein strips were stained for 
sixteen hours in an oil red O bath com- 
prising a saturated solution of the dye 
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TABLE 2 


Mean and Range of Electrophoretic Carbohydrate Distribution in Percentages 








No. of Alpha, Alpha: Beta Gamma 
Diagnosis persons Albumin lobuli globuli globulin globulin 
11.7 16.8 29.6 24.6 17.4 
Normal - (3.5-18.2) (11.8-26) (23-41.5) (14.5-35.6) (11-24) 
F 5.2 15.8 31.1 23.8 24.1 
Rheumatoid 8 (0:13.3) (8.9-21.1) (24-36.6) (12.2-28) (11.7-36) 
arthritis 
Tuberculosis 24 14.1 18.5 26.0 19.5 22.2 
(0-36) (5.9-35) (10.3-45) (10-34.6) (8.3-49) 
Multipl 47 10.3 20.1 30.4 21.1 17.8 
cae (0-29.3) (8-36.2) (17-50.7) (4.8-48.2) (3.8-45) 
sclerosis 
bord i 14.4 20.8 26.5 21.1 19.2 
Arteriosclerosis 12 (0-25.9) (6.7-33) (14.8-49) (11-34.2) (6.8-38.8) 





in 60 per cent ethanol.'° The strips were 
then rinsed in tap water, blotted, and 
dried in air. 

The glycoprotein strips were stained 
with basic fuchsin using the technic of 
Koéiw."! 

Quantitation of protein, lipoprotein, 
and glycoprotein dyed strips was per- 
formed by use of the Analytrol auto- 
matic scanner and integrator.!? Klett 
filter #54 was used in scanning of lipo- 
proteins. and glycoproteins. Results are 
obtained in terms of bromphenol blue, 
oil red O, and basic fuchsin dye binding 
capacity of the separated fractions of 
proteins, lipoproteins, and glycoproteins, 
respectively. Total protein was deter- 
mined by the biuret method using bovine 
albumin, the concentration of which was 
determined by micro-Kjeldahl nitrogen 
analysis, using the factor 6.25 to convert 
to protein concentration. Protein values 
were expressed in grams per 100 cc. 
serum, while carbohydrate and lipid 
values were expressed in percentages mi- 
grating with a given protein fraction. 
Carbohydrates were also expressed as 
percentage per gram of a given fraction. 


Results 
In general, electrophoretic protein values 
were in keeping with those reported by 
others. The gamma globulin level was 
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higher than with free electrophoresis. 
No split into gamma, and gammay frac- 
tions were noted as occurs in liver dis- 
ease both with free and with paper 
electrophoresis.*:!°> Gamma globulin was 
increased above normal in all of the 
diseases studied, with the average in- 
creases being the greatest in tuberculosis 
and rheumatoid arthritis. This increase 
was uniformly at the expense of albu- 
min, both in terms of percentage dis- 
tribution of protein and of absolute 
amounts, as shown in table 1. Although 
beta globulin appears somewhat reduced 
in rheumatoid arthritis, multiple sclero- 
sis, and arteriosclerosis, and alpha, glo- 
bulin appears increased in tuberculosis, 
the degree of overlap is so great that 
these are of no significance. 


21 


The averages of the percentage dis- 
tribution of carbohydrate bound to pro- 
tein showed no significant differences 
when the normal group was contrasted 
to the various diseases (table 2). Further- 
more, the diseases did not differ much 
from one another except that the diseases 
with the highest gamma globulin levels, 
namely tuberculosis and rheumatoid arth- 
ritis, had the highest percentages of car- 
bohydrates in that fraction. However, 
when the values were calculated per 
gram of protein, all the chronic diseases 
appeared to have relatively carbohydrate- 











TABLE 3 





Mean and Range of Per Cent of Carbohydrate per Gram of Protein Determined Electrophoretically 








No. of Alpha: Alpha: Beta Gamma 

Diagnosis persons Albumin globulin globulin globulin globulin 
N | 3.20 46.5 38.0 23.2 15.3 

ee = (1.02-4.62) (23.2-118) (24.8-69.5) (13.4-44) (10.2-25.2) 
h $05 1.92 42.9 37.5 24.3 12.0 

‘i — . (0-4.6) (27-84.5) (25.3-45.1) (14.3-32) (5.8-23.6) 
| losi 5.1 45.3 27.1 19.0 11.3 

mares -” (0-11.3) (12-75) (10.4-49.7) (8.1-49) (3.9-27.4) 
Multipl 3.5 61 36.5 22.1 12.6 

pe wal (0-13.0) (17.2-138) (16.7-70.8) (4.8-67) (3.2-34.5) 
Arteriosclerosis 12 4.4 57.5 38.1 23.9 11.1 

(0-6.67) (16.6-101) (19.9-74.2) (10-41.2) (2.82-25.4) 

deficient gamma globulin (table 3). The most interesting finding centers 


The separation of lipoproteins and 
those migrating with alpha, globulin 
and those with beta globulin (or remain- 
ing at the origin) showed no differences 
between the normal persons and the dis- 
ease groups or between the various dis- 
eases (table 4). 


Discussion 
It would appear on the surface that our 
explorations have yielded little that helps 
in the understanding of the pathogenesis 
of any of the diseases we have studied. 
This is most true of the lipoprotein frac- 
tions. From the large amount of data 
collected, however, a few facts can be 
gleaned and some conclusions drawn. 


TABLE 4 


Mean and Range of Electrophoretic 
Lipoprotein Distribution 





No. of Beta and 
Diagnosis persons Alpha origin 
N 23 24.3 75.7 
ssiaiaes (13-39) (61-87) 
Rheumatoid 8 16.7 83.3 
errihitive (11.7-20) (80-88.3) 
T i 23.1 76.8 
uberculosis 23 (8-49) (51.92) 
Multi 18.7 81 
erat ® (1-44,4) (55.5-99) 
sclerosis 
i i 22.3 77.4 
Arteriosclerosis 12 (2.9-43.5) (58.5.97) 








around the behavior of gamma globulin. 
Levels are higher with paper electro- 
phoresis than with free electrophoresis. 
This is partly the result of differences 
in dye binding capacity between albumin 
and the globulin fractions, partly the 
result of nonprotein material deposited 
at the site of origin (usually on the albu- 
min side of the gamma peak), and, final- 
ly, partly the result of the failure of the 
dense albumin zone to obey the Beer’s 
law of optical density.‘ Although vari- 
ous technics have been devised in at- 
tempting to correct some of these factors, 
it seems simpler to recognize their exist- 
ence and consider the error they produce 
fairly constant. 

All the diseases studied showed an in- 
crease in gamma globulin. This was most 
apparent in rheumatoid arthritis and 
tuberculosis, a fact which is neither new 
nor surprising in view of the amount of 
inflammation associated with these dis- 
eases. The elevations in the aged and 
in multiple sclerosis, however, require 
some other explanation. ‘Iwo are pos- 
sible: the first is the presence of an in- 
cidental infection, especially of the uri- 
nary tract, and the second is the presence 
of malnutrition, particularly undernutri- 
tion. In multiple sclerosis, a cord bladder 
with chronic urinary tract infection was 
present in almost all of the cases studied, 
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while this was not true of the arterio- 
sclerotic group. Despite this, the gamma 
globulin level was higher in the aged 
persons. 

On the other hand, the appetite was 
well preserved in the patients with mul- 
tiple sclerosis, whereas the patients with 
arteriosclerosis were often withdrawn or 
incapable of feeding themselves well. Al- 
though all patients were on the same diet 
for many months, it must be concluded 
that the patients with arteriosclerosis ate 
less than those with multiple sclerosis, 
particularly less of the protein foods that 
were more difficult to chew. Malnutri- 
tion, including undernutrition, has long 
been known to result in the lowering of 
serum albumin and elevation of serum 
gamma globulin. This change does not 
necessarily reflect hepatic damage al- 
though fatty infiltration of the liver may 
be present.!® 

The increase in gamma globulin is 
associated with an increase in carbohy- 
drates migrating with the protein. When 
the carbohydrate percentage is compared 
with the amount of protein, the two por- 
tions are not found to be increased in 
a parallel fashion with the carbohydrate 
lagging behind. This relationship has 
also been found in liver disease.4 

Whether the absolute amounts of car- 
bohydrates are increased cannot as yet 
be determined. Attempts are being made 
to estimate this by determining chemi- 

cally at least the major factors in the 
carbohydr ates bound to serum proteins 
—namely, nonglucosamine polysaccha- 
rides and glucosamine. The sum of these 
two determinations is then used, as the 
total protein determination is used, to 
translate results in percentages to those 
in mg. per 100 cubic centimeters. When 
this technic is applied, differences are 
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noted in carbohydrate content of gamma 
globulin.1® 


From the Division of Clinical Investigation, Oak 
Forest Institutions, Oak Forest, Illinois, and The 
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Cook County Hospital, Chicago, Illinois. 
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Promazine for emotionally disturbed, 


chronically ill, institutionalized aged 


EDWARD A. KENT, M.D., and 
LEO GITMAN, M.D. 


BROOKLYN, NEW YORK 


@ A program embodying the total 
chemopsychotherapeutic approach to the 
care of elderly persons can be successful 
only in a complete, separate medical fa- 
cility.? In this type of environment, 
aged patients who need treatment for 
acute disease or who are experiencing 
severe behavior difficulties are spared the 
emotional trauma associated with re- 
moval to the alien surroundings of a 
general hospital? or mental institution. 


Study Material 

Such a program was recently initiated 
at the Brooklyn Hebrew Hospital and 
Home for the Aged. Of the total popula- 
tion of 1,000 and more in both the Hos- 
pital and Home divisions, about 30 per 
cent is ambulatory, has no serious dis- 
abling illness, and needs only domiciliary 
care and supportive treatment. About 65 
per cent is suffering from chronic illness 
with varying degrees of disability, and 
the remaining 5 per cent is admitted 
with acute disease or becomes severely 
ill after admission. About 10 to 30 per 
cent, depending on the diagnostic cri- 
teria, of the entire group may be de- 
scribed as senile. The over-all average 
age is 80 years; the over-all average an- 
nual mortality is between 21 and 22 per 
cent. 





EDWARD A. KENT is staff neuropsychiatrist and LEO 
GITMAN is medical director at the Brooklyn He- 
brew Home and Hospital for the Aged, Brooklyn, 
New York. 





The Brooklyn Hebrew Home and 
Hospital for the Aged is a facility 
housing more than 1,000 people over 
65. Since many of these people are or 
may become emotionally disturbed, a 
therapeutic approach handling a 
large number must be utilized. This 
paper deals with the use of proma- 
zine as part of a chemopsychothera- 
peutic approach to this problem. 


The admission policy is extremely 
liberal: all patients are accepted, regard- 
less of physical handicaps and mental 
deficiencies, except those suffering from 
active tuberculosis or a pronounced psy- 
chosis which cannot be handled without 
the special facilities of the mental hos- 
pital. Even bedridden patients with ad- 
vanced cancer, peripheral gangrene, and 
incontinence of feces and urine are not 
automatically barred from admission, 
nor are those who have had prolonged 
psychiatric treatment at state institutions. 

Many of the patients are in the normal 
senium at the time of admission. How- 
ever, the dislocation of the customary 
living pattern which attends transfer 
from the family circle to the environ- 
ment of an institution is usually painful 
and may cause various behavioral dis- 
turbances during the period of adjust- 
ment. Some patients are humiliated and 
resent what they consider rejection and 
abandonment by their families and re- 
act by showing agitation and depression. 
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Others, who adjusted well initially, may 
become increasingly difficult to care for 
as debilitation advances.* 

In the older age group, lapses in_be- 
havior are usually interspersed with in- 
tervals of lucidity and amenability to 
reason.t Episodes of excitement are in 
most cases controlled with. less difficulty 
than in younger patients. With the aid 
of ataractic medication and the super- 
ficial, supportive type of psychotherapy 
that generally suffices for the elderly, it 
is now possible to handle such problems 
without resorting to the overtaxed fa- 
cilities of state institutions.° 

Regulation of mood and behavior with 
ataractic substances, particularly the 
phenothiazine compounds which exert 
the “narcobiotic’”’ action of Decourt,® has 
superseded use of the older hypnotics 
and sedatives. The earlier agents de- 
pressed the higher cortical centers, thus 
stupefying the patient, and were attend- 
ed by the risk of habituation in long 
term use. Chlorpromazine, introduced in 
this country in 1954, depresses the alert- 
ing mechanism in the reticular forma- 
tion, and is believed also to inhibit the 
hypothalamus, since administration of 
this compound causes a fall in body tem- 
perature and decrease in metabolic rate.* 
Promazine, a newer phenothiazine de- 
rivative with similar pharmacologic 
properties, possesses the same molecular 
structure, but lacks the chlorine atom 
in the second position on the ring as 
shown in figure I. It has been suggested 
by a number of observers that removal 
of the chlorine radical may account, in 
promazine treatment, for the absence of 
the pronounced depressive activity and 
of peripheral autonomic effects that are 
encountered with the chlorinated com- 
pound.? 

Heretofore, many of our elderly 
charges in both Hospital and Home di- 
visions presented troublesome manage- 
ment problems. Some were confused, 
overactive, unable to sleep, resisted medi- 
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FG. 1. Structural formulas of chlorpromazine and 
promazine. 


cation, and refused to cooperate with 
institutional routine. Many were irrit- 
able and quarrelsome and some openly 
combative; others were depressed, silent 
and withdrawn; and some showed a 
mixed type of behavior. Until 1956, 
transfer of certain patients of this type 
to state mental institutions had been un- 
avoidable (table 1). 

A study was started in 1955 to investi- 
gate the effectiveness of various ataractic 
agents, particularly for long-term con- 
trol of psychologic disturbances in the 
chronically ill. On completion, the in- 
vestigation will embrace a total of about 
500 patients. 


Method 
This part of the study, in which proma- 
zine was used, was begun on January I], 
1956, and the final observation included 
in the present report was recorded on 
March 21, 1957. The series totaled 166 
patients. 


TABLE 1 
PATIENTS TRANSFERRED TO STATE HOSPITALS 


January 1, 1950, through March 21, 1957 





1950 2 1954 7 
1951 8 1955 7 
1952 4 1956 0) 
1953 5 1957 (to March 21) 0 
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FIG. 1. Ages of 166 institutionalized aged patients medicated with promazine. 


Seventy per cent were females. Sixty- 
eight per cent of the series were treated 
in the Hospital division and 32 per cent 
at the Home division. 

The youngest was 67; the oldest, 94. 
However, the majority (61 per cent) was 
in the 74- to 81-year age group, as shown 
in figure IT. 

Fifty-six per cent exhibited the psy- 
chotic symptoms and behavior disorders 
typical of the chronic brain syndrome 
associated with cerebral arteriosclerosis. 
Nine per cent was suffering from other 
types of mental disturbances, with, in 
some cases, delusions or hallucinations. 
Nutritional deficiencies, metabolic dis- 
orders, and toxic states were contributing 
factors in several instances. 

Agitation, delirium, or depression had 
followed operation in 3 per cent. In 32 
per cent, the senium was normal but 
complicated by the difficulties of adjust- 
ment to new surroundings. 

All patients were in need of active 
treatment for their psychologic symptoms 
as well as for the physical infirmities of 
age. At the start of medication, 7 pa- 
tients had parkinsonism, 7 had_ hyper- 
tensive cardiovascular disease, 1 was suf- 
fering from psychogenic asthma, | was 
an epileptic, 2 were blind. Hypochondria 
and paranoid ideas were common. 

Thirty-three patients, or 30 per cent, 
observed in the first six months of the 





study had been treated previously with 
chlorpromazine, with control of agita- 
tion in most cases, but at the expense 
of various undesirable effects—notably 
excessive somnolence, which contributed 
to the difficulties of daytime manage- 
ment. Two cases of jaundice occurred in 
which the diagnosis was clear-cut. Par- 
kinsonism had developed or had been 
intensified in number instances. 
Fighty per cent of this group received 
concomitant medication with trihexy- 
phenidyl for parkinsonian symptoms 
during chlorpromazine treatment. 


a of 


DOSAGE 
For 86 per cent of this series, medication 
with promazine was begun with a total 
daily dose of 75 mg. by mouth, admin- 
istered in divided doses of 25 mg. three 
times a day. Ten per cent was started 
on 150 mg., in three doses of 50 mg. 
daily; and 4 per cent, the most disturbed 
and restless, received 225 mg., in three 
doses of 75 mg., as the initial daily dose. 
As treatment proceeded, the dose was 
adjusted as indicated by the patient’s 
response. For 50 per cent the total daily 
dose was stabilized at 75 mg.; for 33 per 
cent, at 150 mg.; for 10 per cent, 225 mg. 
daily was required; and for 7 per cent, 
behavior was controlled only after the 
daily dose had been increased to 300 mg. 
(100 mg. three times a day). 
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Patients who had formerly received 
chlorpromazine were transferred to medi- 
cation with promazine in the same or, in 
some cases, half the previous dose. The 
dose later was adjusted, if necessary, to 
the same amount as the dose of chlor- 
promazine previously used. 

During the period covered by this re- 
port, medication was continued for one 
week to thirteen months, as shown in 
table 2. 

Vitamins, insulin, drugs to control 
parkinsonism, and other agents were ad- 
ministered as necessary to correct nu- 
tritional deficiencies and control systemic 
or other complications. In 6 per cent, 
mephenteramine or the amphetamines 
were used occasionally in small doses to 
counteract drowsiness. 


LABORATORY TESTS 


Routine blood counts, blood chemistry, 
and other laboratory determinations were 
performed at intervals, in addition to 
diagnostic procedures indicated for any 
acute conditions present. During the pe- 
riod of medication, many of the patients 
underwent the usual general examina- 
tion that is performed semiannually in 
all chronic cases, including roentgeno- 
grams of the chest and dorsolumbar 
spine, electrocardiograms, urinalysis, and 
complete blood studies. Cultures and 
direct smears of the stool also were per- 
formed. 


PSYCHIATRIC EXAMINATION 


The patients were examined individually 
at frequent intervals by the staff neuro- 
psychiatrist in therapeutic sessions. At 
weekly psychiatric coordinating confer- 
ences, attended by the medical staff, 
nurses, ward attendants, social workers, 
and clinical psychologist, selected pa- 
tients were reported and discussed. 

As the behavior disturbance was re- 
moved by the ataractic medication, ap- 
propriate psychotherapy was instituted. 
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TABLE 2 


DURATION OF MEDICATION WITH PROMAZINE 


(166 chronically ill aged patients) 





Number of Duration of 





patients medication 
1 1 week 
2 2 weeks 
62 1 to 3 mos. 
25 4 mos. 
19 5 mos. 
14 6 mos. 
9 7 mos. 
5 8 mos. 
5 9 mos. 
9 10 mos. 
10 11 mos. 
4 12 mos. 
2 13 mos. 
GRADING 


The results of treatment were graded as: 
Excellent (4+). Patient is now able to dress and 
feed himself, verbalize, socialize, cooperate for 
ward care, attend occupational therapy and 
recreational therapy, and in some cases actually 
help with the ward work. 

Good (3-+-). Patient is quiet, cooperative for ward 
care, dresses and feeds self, and presents no 
complaints. 

Fair (2+-). Patient is less noisy, less disturbing to 
ward personnel, less overactive, and less restless. 
More cooperative for ward care than_ before 
therapy. 


Mild (1+-). Patient still noisy and disturbing to 
ward personnel and other patients, but requires 
no other sedation, as paraldehyde or chloral 
hydrate. More easily restrained from being 
violent. 

Failure (0). No visible change in behavior, or 
results are doubtful. 


Results 
Varying degrees of improvement in at- 
titude and behavior were obtained in 
78 per cent of the entire series, as re- 
flected in the greater tractability, con- 
tentment, and cooperation of the pa- 
tients, and increased interest in personal 
hygiene (table 3). Noise, quarrels, com- 
bativeness, and active resistance to rou- 
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TABLE 3 


IMPROVEMENT IN AGED PATIENTS RECEIVING PROMAZINE 





Combined rate 





Rating of Hospital Home entire series 
result a % % 
Excellent (4+) 18 3 13 
Good (3+) 26 13 22 
80% T4AY, 78% 

Fair (2+-) 24 42 30 
Mild (1+.) 12 16 18 
Failure (0) 20 26 22 

100 100 100 
tine were soon eliminated or subdued minelike drugs did not alter the im- 


after start of the ataractic medication. 

Since inauguration of treatment with 
promazine no patient has been trans- 
ferred to a state mental hospital (table 1). 

The patients whose emotional dis- 
orders had been controlled on chlorpro- 
mazine showed comparable results on 
the same and, in some cases, smaller doses 
of promazine, but without the sluggish- 
ness produced by the chlorinated agent. 
There was no evidence of extrapyramidal 
dysfunction as a result of promazine 
medication, which had complicated the 
clinical picture in a number of cases 
during chlorpromazine treatment. None 
but the 7 who had suffered from par- 
kinsonism previously (4 per cent of the 
series) required special drugs during 
promazine treatment. 

Nine patients were removed from 
medication during the study—in 1 case 
through an error, and in the others be- 
cause of lack of therapeutic response or 
drowsiness. For those who had_ been 
drowsy initially, dosage was resumed, in 
association with mood-stimulating drugs, 
when behavior disorders recurred. Drow- 
siness usually subsided as medication 
with both drugs continued. In some 
cases, discontinuance of the ampheta- 


proved behavior of the patient. 

No evidence of toxicity was detected 
in any patient during treatment. No 
jaundice or blood dyscrasias developed. 

The death rate in this series was 15 
per cent. Fifty per cent of the deaths re- 
sulted from arteriosclerotic cardiovascu- 
lar disease, 20 per cent from cerebro- 
vascular accident, 20 per cent from coro- 
nary occlusion, and 10 per cent from 
bronchopneumonia. These patients 
ranged in age from 74 to 85, with a 
median age of 80. Medication had been 
administered for two weeks to eight 
months, with an average duration of 
three months. 

In the patients who did not receive 
ataractic medication during the period 
of this study, mortality was 27 per cent. 

A 74-year-old man, a treatment failure 
who had responded to neither proma- 
zine nor chlorpromazine, died of cerebral 
thrombosis after eight months of medi- 
cation. Of the others who died, two 
thirds had experienced a good result; in 
one third, improvement had been rated 
as mild to fair. 

The study is continuing, and further 
experiences with promazine will be re- 
ported later. 
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Conclusions 


One hundred sixty-six patients, 67 to 94 
years old, of whom 61 per cent were in 
the 74 to 81 year age group, were treated 
with promazine orally in total daily doses 
of 75 to 300 mg., in association with 
psychotherapy. The majority were suffer- 
ing from the chronic brain syndrome 
that commonly attends advanced cere- 
bral arteriosclerosis, or other chronic 
illnesses, accompanied by psychologic 
disturbances. Thirty-two per cent were 
in normal senium but experienced emo- 
tional difficulties during their adjust- 
ment to a changed life situation. 

Seventy-eight per cent showed im- 
provement in varying degrees, as reflect- 
ed in the greater tractability, content- 
ment and cooperation of the patients, 
and interest in personal hygiene. None 
has required transfer to a state mental 
institution since initiation of promazine 
medication. 

Treatment was continued for one week 





to thirteen months; patients returned 
from the Hospital to the Home division 
after treatment were continued on main- 
tenance dosage of promazine. The study 
is still in progress. 

Up to the present, diagnostic studies 
have not revealed any toxic effects. Pro- 
mazine has proved a safe and effective 
agent for long-term control of emotional 
and behavior disturbances associated 
with chronic illness in the aged. 
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THE PREVALENCE OF MENTAL SYMPTOMS associated with brain deteriora- 
tion in old age in a total community population is shown in data 
derived from interviews of 1,807 persons over 65, who represent 88.1 
per cent of the aged persons in 6 census tracts of Syracuse, New York. 

Twenty-eight signs and symptoms were reported, ranging from sleep- 
lessness, reported in 29 per cent of the total interviewed, to convul- 
sions, reported in 0.1 per cent. The ten most common were sleepless- 
ness, dizziness, remote memory loss, headache, recent memory loss, 
depression, irritability, emotional emptiness, circumstantiality, and 


immediate memory loss. 


Many of the subjects showed signs and symptoms consistent with 
chronic brain disease. Other signs and symptoms correlated highly 
with clinical mental illness, including recent and immediate memory 
loss, depression, loss of grasp, confusion, and loss of orientation. 


E. M. GRUENBERG and J. DOWNING: The prevalence of mental symptoms in an aged 
population. Paper read at the one hundred and thirteenth annual meeting of the 
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American Psychiatric Assocation, May 1957. 
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for emphysema 


A study of prednisone therapy 


JOHN M. WARREN, M.D. 
and LAURA M. CAMERON, M.D. 


BUTLER, PENNSYLVANIA 


Veterans with chronic illnesses liying in 
domiciliary homes frequently require 
hospitalization for short periods, and 
they may be in and out of a hospital sev- 
eral times a year. To avoid self-medica- 
tion between periods of hospitalization 
and to provide medical care for the vet- 
erans living in these homes, most of 
whom are in the geriatric class, an inter- 
mediate-type hospital was developed. 

After one of the wards of a 500-bed 
Veterans Administration tuberculosis hos- 
pital had been closed for several months, 
it was reopened as an intermediate-type 
hospital ward. The first patients, who 
were transfers from a domiciliary home, 
had various chest illnesses which were su- 
preimposed upon or secondary to emphy- 
sema. Thus the intermediate ward was 
labeled a ward for patients with “chest 
diseases of other origins” to differentiate 
it from the tuberculosis wards. 

Clinical Material 
The first 40 patients, whose ages ranged 
from 48 to 84 years, traveled for fifteen 
hours by bus to reach the hospital. ‘They 
were accompanied by a nurse and an 
aide and, on arrival, were in a state of 
fatigue from which it took them a week 
to recover. Within twenty-four hours of 
arrival, the hospital supply of adrenalin 
in oil was exhausted, and other antispas- 


JOHN M. WARREN and LAURA MAY CAMERON are 
chest specialists at Veterans Administration Hos- 
pital in Butler. 


Prednisone was administered to 41 
emphysematous male patients from 
48 to 84 years cared for in an inter- 
mediate-type hospital ward. Vital ca- 
city was improved in 1 out of 41 
patients, maximum breathing capac- 
ity in 6 out of 19, and walking ven- 
tilation in 3 out of 41. 


modic therapies, including inhalations, 
were used in large quantities. 

The first problem encountered with 
the new group was the appropriation of 
their private medical supplies accumu- 
lated during their stay in the domiciliary. 
Numerous bottles, jars, pillboxes, and 
tins of assorted shapes and forms, and 
multicolored medications were taken 
from each of the patients. This caused 
great anxiety and consternation, for they 
felt deprived of the security which 
months of self-medication in the domi- 
ciliary had given them. However, it was 
explained that, in any hospital, the nurse 
administers all drugs and charts these 
facts and results in her daily report of 
the patient. The patients were further 
assured that the ward physician and the 
officer of the day would give them com- 
plete coverage around the clock, so that 
no one would suffer as a result of giving 
up his private medical resources. 


Therapy 


In October 1955 it was decided to use 


Parenzyme (intramuscular trypsin) for 
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some of the pulmonary cases. The drug 
was given to 41 patients in doses of 0.5 to 
3 cc. daily. Results varied from excellent 
to moderate. However, the injections 
proved quite painful to about one-third 
of the patients and had to be discontin- 
ued. At the present time 7 patients are 
receiving trypsin. Dr. N. E. Silbert re- 
ports similar results, including localized 
painful reactions.t Research which has 
been done on an oral Parenzyme product 
has not proved successful. 

Early in November 1955 it was decided 
to use one of the steroids on these pul- 
monary cases. Through the cooperation 
of a staff committee dosage and modus 
operandi were worked out. 

After the preliminary workup of lab- 
oratory and spirometry tests, the patient 
was placed on 35 mg. of prednisone per 
day for fourteen days. It was adminis- 
tered in doses of 20 mg. after breakfast 
and 15 mg. after lunch. These dosages 
were maintained for fourteen days and 
then reduced to 15 mg. once per day 
after breakfast, which was the mainte- 
nance dose. Sometimes the original dose 
was as high as 50 mg. per day and the 
maintenance dose as high as 25 mg. per 
day. 


Results 


In the majority of cases, the patients tak- 
ing prednisone showed some evidence of 
the therapy in seventy-two to ninety-six 
hours. They manifested a feeling of well- 
being which at times became a definite 
euphoria. This condition made them 
more prone to accept and live with their 
respiratory handicap and also gave them 
sufficient confidence to make greater 
physical effort. Patients who were respira- 
tory cripples prior to prednisone treat- 
ment became brave enough to venture 
outside for daily walks. 

The second benefit from prednisone 
was evidenced in a gradual decrease in 
the dyspnea, which moved in degrees 
with the individual case. The compara- 
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tive spirometric studies showed concrete 
improvement of the maximum breathing 
capacity and vital capacity with a de- 
crease in the walking ventilation. How- 
ever, in some individuals, there was ac- 
tually an increase in the walking ventila- 
tion and a decrease in the maximum 
breathing capacity and the vital capacity. 
It is possible that the euphoria created 
by the prednisone resulted in an increase 
in the physical effort of these patients, 
and their improved general physical con- 
dition increased their capacity for easier 
and comparatively effortless breathing. 
All patients could not be tested prior to 
treatment with prednisone because of 
severe dyspnea. Only 19 patients were in- 
cluded in this study who had tests prior 
to treatment and four and eight weeks 
later. 

VITAL CAPACITY 

A normal individual after a full inspira- 
tion can expel 80 per cent of his air in 
the first second and from 95 to 100 per 
cent in three seconds. These patients ex- 
pelled from 28 to 70 per cent in the first 
second, averaging 50 per cent, and by the 
end of three seconds had expelled from 
52 to 100 per cent, averaging 75 per cent. 
This ratio remained the same even after 
prednisone therapy. Total vital capacity 
varied between 29 and 92 per cent of nor- 
mal on the first test, and eight weeks 
later the volume varied between 32 and 
93 per cent of normal. When the stand- 
ard deviation was calculated, it was 
found that vital capacity improved in 
only one case. 


MAXIMUM BREATHING CAPACITY 


The maximum breathing capacity test 
was conducted for fifteen seconds with 
the patient blowing up the Douglas bag 
as full as possible by rapid breathing. A 
normal individual blows up the bag 125 
to 170 liters per minute depending on his 
age and size, but the emphysematous pa- 
tient breathes in and out more slowly, 
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and his maximum breathing capacity is 
very low. The patients in this series de- 
livered only 30 to 72 per cent on their 
first test, averaging 45 per cent. At the 
end of eight weeks of prednisone therapy, 
the tests varied between 36 and 93 per 
cent of normal, averaging 54 per cent. 

When the standard deviation was cal- 
culated, only 6 showed an appreciable 
improvement. These 6 increased their 
maximum breathing capacity by an av- 
erage of 19.8 per cent, with a standard 
deviation of 8.9 per cent. One patient 
showed a decrease in maximum‘ breath- 
ing capacity below the standard devia- 
tion. These figures seem to indicate that 
there is a measurable improvement in 
patients on prednisone. 


WALKING VENTILATION 


In the walking tests, the patients could 
not use the treadmill as the speed of 0.7 
miles per hour was too fast for most of 
them. As an alternative, they were 
walked in the corridor from one to three 
minutes and the expired air collected in 
a Douglas bag and measured. For the 
adult, 15 to 20 liters per minute is con- 
sidered normal. The volumes in this se- 
ries of patients varied between 16 and 39 
liters on the first test, averaging 25.6 
liters, and by the third test the volume 
varied between 15 and 33, averaging 25 
liters per minute. Considering the stand- 
ard deviation of 4.8 per cent, only 3 cases 
showed appreciable improvement. 
Discussion 

Summarizing the spirometric studies, it 
is seen that vital capacity improved in 
only | patient; maximum breathing ca- 
pacity improved in 6 out of 19 patients; 
and walking ventilation improved in 3 
patients. 


It is difficult to determine whether the 
prednisone was helpful in those emphy- 
sema patients with the complications of 
spasm and infection. It is probable that 
there were aspects of the disease that 





made the prednisone helpful when cer- 
tain factors were present and when other 
factors, such as ruptured alveolar walls 
with extreme distention, were absent. 
The results obtained are in proportion 
to the amount of lung involved. A pa- 
tient whose lungs are nearly completely 
blown out by emphysema will show no 
improvement under prednisone. 


Follow-up Studies 
Thirty patients have received or still are 
receiving prednisone. Of these, 11 have 
secured maximum hospital benefit dis- 
charges, and 14 are still in the hospital. 
Of those patients with maximum hos- 
pital benefit discharges, several were dis- 
charged with the advice to continue 
prednisone and have frequent checkups, 
for which adequate facilities were avail- 
able. 

Two patients who took the original 
prednisone treatment had this medica- 
tion discontinued because they failed to 
receive relief from dyspnea despite a pro- 
longed course of treatment and because 
of the development of back pain of un- 
determined etiology. 

Of the 5 patients who died, two died 
in congestive heart failure, and at au- 
topsy were found to have cor pulmonale. 
A third death resulted from chronic 
anoxia and a fourth from hypertensive 
cardiovascular disease. The only death 
that was thought to be related to pred- 
nisone therapy was caused by a hemor- 
rhage from a previously undiagnosed 
peptic ulcer. 

In addition to the one death from 
hemorrhage, there have been 2 other 
complications resulting from prednisone 
therapy. A patient who was not included 
in the study series because he was started 
on the drug at a much later date, died 
recently of pneumonia. His symptoms 
and signs were completely masked by the 
prednisone, and the diagnosis was con- 
firmed only at autopsy. 

Active pulmonary tuberculosis devel- 
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oped in 3 of the 14 patients who are still with concurrent isoniazid therapy. | 
in the hospital. Prednisone was started Hence, on the wrong side of the ledger 
in one patient in November 1955 and_ there are 3 newly activated pulmonary 
discontinued in March 1956. His active tuberculosis cases, 1 fatal case of gastric 
pulmonary tuberculosis was discovered hemorrhage resulting from prednisone 
in June 1956. The second patient was therapy, and 1 recent fatal case of pneu- 
started on the drug March 23, 1956, and = monia. 
taken off on April 6, 1956, when his spu- 
tum was reported positive for acid-fast ener 
ars , cat tan me ctarte 1. SILBERT, N. E.: Enzyme therapy by intramuscular 
bacillus. I he third patient was started route in chest diseases. Dis. Chest 29: 520, 1956. 
on prednisone therapy March 23, 1956, 2. BRAUN, K., M. SAMUELOFF, and A. M. COHEN: Effects 
: . "OK OKR far of intravenously administered ACTH on the pul- 
and taken off on May Zs 1956, for the monary function in bronchial asthma and emphy- 
. . Se . is ' c 94- "6 5 
same reason. However, it must be point- aren. Te. Cee Fes 7h. Fee 
‘ 3. FRANKLIN, W., A. L. MICHELSON, and F. C. LOWELL: 
ed out that the laboratory routine estab- The reversibility of pulmonary emphysema. Boston 
ie Baa sal 5 Rte: a oe Medical Quarterly 6: 14, 1955. 
ishea for a new intermediate warc pa- 4. MOTLEY, H. L., L. P. LANG, and BURGESS GORDON: . 
tients permitted an early diagnosis in Pulmonary emphysema and_ ventilation measure- : 
s | z te ew ia, emia en ments in 100 anthracite coal miners with respira- ] 
the detection of these cases. Patients tory complications] Am. Rev. Tuberc. 59: 270, 1949. ‘ 
eu fr: 2). ‘ tl ee a It dae Pas: 5. SCHILLER, I. W., and F. C., LOWELL: Pulmonary func- : 
taking prednisone are now safeguarded tion in bronchial asthma. J. Allergy 25: 364, 1954. ( 
‘ 
. . . ‘cf . . . s 
PsYCHOLOGIC TESTING indicates no significant differences in psychologic | 
functioning for aged people with normal or abnormal EEG’s. In a 
study of active community volunteers who were 60 years of age ( 
or more, and who had no significant physical or psychiatric illness ‘ 
affecting central nervous system functioning, 40 per cent showed nor- | 
mal electroencephalograms. Twenty-five per cent displayed pure focal 
EEG disturbances, and 15 per cent, diffuse cortical disturbances. Eleven 
per cent demonstrated an admixture of diffuse and focal disturbances. ‘ 
The focal disturbances were almost exclusively temporal in locus and | 
generally (78 per cent) left in lateralization. The great predominance : 
of left temporal disturbances is not totally explained, although two § 
interesting theories are offered. First, the fact that left ventricles are n 
consistently found to have greater capacities than the right suggests t 
that greater atrophy takes place on the left. Secondly, there is a pre- L 
dominance of occlusion of internal and common carotids on the left, l 
which may well lead to the left temporal lobe damage. 
Many, if not all, of the EEG disturbances of the aged are a reflec- b 
tion of organic or physiologic changes in cerebral functioning occurring P 
with aging. Why they cannot be correlated with careful and objective I 
testing of psychologic functioning is by no means entirely clear. C 
These findings illustrate again the plasticity of the intact human r 
brain in compensating effectively for defects at the cellular level, at t 
least up to a point. r 
ir D 
E. W. BUSSE, R. H. BARNES, E. L. FRIEDMAN, and E. J. KELTY: Psychological functionings a 
of aged individuals with normal and abnormal electroencephalograms. J. Nerv. & 5 
Ment. Dis. 124: 135-141, 1956. - 
fi 
fe 
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The combined hospital-home program 


er critique 


A decade of experience with a new geriatric resource 


E. M. BLUESTONE, M.D. 


NEW YORK CITY 


@ The hospital-home program, combin- 
ing an intramural with an extramural 
service to the sick of any age under a 
completely integrated pattern of organ- 
ization, is based on individual need at a 
given time as judged from a stereoscopic 
sociomedical viewpoint.! Its first success- 
ful scientific test began on January 1, 
1947, in Montefiore Hospital, New York 
City, several years after the logic of such 
a program had been set forth and pub- 
licized. Principle was translated into 
practice in 1946, when experimental 
philanthropic funds were made avail- 
able. Since that time other hospitals 
have followed the pioneering example 
more or less faithfully, while an exces- 
sive number of paramedical establish- 
ments have moved into intermediate posi- 
tions, retaining links with home and 
hospital that might be connected at a 
later date. 

Modifications of the original program 
have been numerous and were made, in 
some instances, in a desire to modernize 
the more primitive form of home medi- 
cal care which was largely an instinctive 
response to urgency. In other instances 
they were made as a concession to ex- 
pediency. Where hospitals persisted in a 
negative attitude toward a home-care 
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The importance of the original in- 
tegrated program of home care ts 
stressed and the variations from this 
program are analyzed and their short- 
The 
teachings of intramural and extra- 


view motivations considered. 
mural environmental medicine and 
social medicine must dominate the 
planning of such a program. Direct 
union of hospital and home is recom- 
mended and should be achieved with- 
out the interposition of any middle- 


man except the family physician. 


program for any one of many reasons 
(such as a strong desire to protect a high 
concentration on one phase of illness 
which possessed a maximum of attrac- 
tiveness), they were met halfway by 
social, health, and nursing organiza- 
tions, which rightly felt that such hu- 
mane service should be offered in any 
case. 
The_Soundest Program 

After exactly ten years of trial, I must 
report that the original inclusive pro- 
gram, which unifies hospital and home 
in an integrated organization, remains 
the soundest and most constructive by 
virtue of its continuity of care and im- 
mediate availability. Wherever improve- 
ment is still required, as in the case of 
the absent practitioner of medicine who 
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should participate in the home end of 
the organization if not in the hospital 
end, it has its fairest opportunity when 
it derives from an altogether logical hos- 
pital base. Programs such as the one 
conducted by the Jewish Medical Center 
of St. Louis during the last three years 
have already moved forward to include 
the medical profession which, for the 
largest part, works outside of the hospi- 
tal.1 The mounting complaints about the 
anachronistic hospital ward will be satis- 
factorily met as soon as the full lesson 
of personalized extramural home care is 
learned and applied inside the hospital. 

Many of the other programs have sub- 
tracted or substituted, or both, for the 
purpose of reducing the comparatively 
low home-care expenditures still further. 
An example of this practice, as found 
in the Department of Hospitals in the 
New York City Home Care Program, is 
the replacement of the subsidized staff 
physician, assigned, as part of his hos- 
pital duties, to the extramural area sur- 
rounding the hospital, by an itinerant 
member of the resident staff. In several 
instances, as in the Mount Zion Hos- 
pital in San Francisco, hospitals have 
pooled their interests in such a program 
and serve overlapping units of territory 
without insisting too strictly on con- 
tinuity of care under any one hospital 
staff. 

Where independent nursing, health, or 
welfare organizations have taken the 
home over in default of the hospital, 
they have deflected the beam of medical 
care while preserving the effort to keep 
the higher need before the public in 
general and the hospital in particular. 
For the present, their emphasis and use- 
fulness are more social than medical. 
They have some justification in a sur- 
viving attitude of despair such as that 
which overcomes the staff physician in 
the hospital when he is confronted with 
a stubborn clinical problem which he 
cannot personally resolve. 
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Hospital Should Assume Initiative 


Anything that is done to improve the 
traditional form of independent home 
medical care is to the good, but anything 
done to tie it indivisibly with the hos- 
pital is better. ‘The hospital must, in 
fact, be drawn into the organization 
sooner or later, if it is not the prime 
mover, since it holds the trump cards 
ready for use. The time to draw it in 
is more favorable before than during 
illness. When a truncated plan of medi- 
cal-care organization must be altered 
suddenly, in response to need at any 
time of the day or night, and responsi- 
bility assumed and adjusted to a more 
or less acute need, the loss of time, which 
plays a vital part in diagnosis and ther- 
apy, may seriously increase the risk to 
the patient and perhaps particularly to 
the elderly patient. 

My own experience in developing the 
modern concept of hospital-home care 
in the early 40’s—and I remind you here 
that it was by no means limited to 
“chronic” disease—leads me to _ believe 
that its practical application must come 
as a natural evolution of hospital serv- 
ice in response to the individual and 
environmental needs of the home. In 
the community, the hospital is the foun- 
tainhead of medical authority. Ulti- 
mately, it is to this level of medical 
jurisdiction that all appeals for help 
must come that cannot be met on the 
spot with the unaided services of the 
practitioner. It is the hospital which pro- 
vides the kind of medical talent which 
is required in doubtful cases. The loca- 
tion’ of these cases, whether intramural 
or extramural, is significant only insofar 
as excessive distance may be a handicap 
to a prompt response. 

The patient should be diagnosed, 
treated, and rehabilitated in home or 
hospital, depending on the requirements 
of his illness. In the home, the external 
environmental circumstances which 
might have influenced his pathologic 
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condition must be taken into considera- 
tion; in the hospital, the internal en- 
vironmental circumstances which might 
be favorable to his cure. If the patient 
has a legitimate need for a hospital bed 
for any length of time, it is the best 
thing for him; if he does not, it is the 
worst thing for him. 

The limitation of superior medical 
facilities to intramural hospital patients 
and their denial to eligible extramural 
home patients is particularly unfair to 
the elderly, many of whom are prejudged 
by fatal decisions because of the too 
obvious factor of age. This situation can 
no longer be defended, and particularly 
so when the requirements of individual- 
ization of care, minimal expense in rela- 
tion to clinical need, more profitable bed 
turnover, and superior medical skill are 
involved. Hospitals which limit their 
services severely to “acute” medicine and 
transfer all extended chronologic prob- 
lems to lesser hands elsewhere have been 
inviting criticism in proportion to the 
extent of these practices. The transfer 
of an unresolved case from the more 
competent to the less competent at a 
time of maximal need and its consequent 
prolongation in the shadows of stagna- 
tion elsewhere appear incongruous and 
even paradoxical to the modern student 
of medical care. 


Advantages of Combined Program 
5 Do 


The combined hospital-home pattern of 
medical organization under hospital 
auspices, with the assistance of the co- 
opted family physician, now provides a 
wholesome solution of an age-old prob- 
lem. Instead of rusticating a medically 
needy patient, isolating him, and neg- 
lecting him at a distance from, and in- 
dependent of, the “acute” general hos- 
pital, this hospital can transfer him home 
—either subsidized or unsubsidized, de- 
pending on the requirements—while re- 
taining continuing medical jurisdiction 
over him. The only reasonable excuses 


for institutional care by transfer else- 
where would be: (1) inability of social 
welfare to reestablish by subsidy an ac- 
ceptable home for the medical care of 
the patient in advance of his transfer, 
and (2) willingness on the part of the 
hospital to consider the custodial type 
of institution as a substitute for the 
home of the patient, while taking such 
a “home” under its protective wing to 
provide continued medical care. It is a 
serious and often slowly fatal mistake to 
look upon any such substitute for the 
patient’s home as a substitute for the 
hospital. 

Any institution, whether it exists for 
the benefit of the acute or chronic pa- 
tient, should be required to meet certain 
well-established minimal standards of 
scientific care. It stands to reason that 
prolonged illness, which characteristical- 
ly stalks the elderly patient, will be 
more demanding in prevention, diagno- 
sis, cure, and rehabilitation as well as 
more obstinate in relation to the time, 
energy, skill, and patience of the physi- 
cian. Tenacity in the former requires 
at least equal tenacity in the latter. 
“Chronic” hospitals should therefore be 
fully stocked with every device, human 
and mechanical, for dealing with diff- 
cult, complicated, and prolonged medical 
problems. This at once suggests the inclu- 
sion of the less exacting “acute” patient, 
against whom no one at present can 
safely discriminate, somewhere in such 
a hospital compound. He does, in actual 
fact, have the “acute” or general hos- 
pital all to himself. 

A combined hospital-home program 
of medical care enables the community 
to resolve many of its problems inexpen- 
sively. Most of the organizational points 
of friction in medical care between the 
exclusive hospital, restricted only by the 
actual need for an intensive hospital 
bed during “acute” illness, and the home 
or the substitute-for-the-home, can be 
removed. What I am saying here applies 
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with equal force to mental as to physical 
disorders, the only additional require- 
ment being the integration of the two 
in the intramural and extramural work 
of the general hospital. I need not add 
that the modern home for the aged is a 
substitute for the original home of the 
guest and not a substitute for the hos- 
pital. It should therefore be under the 
hospital umbrella, medically speaking. 


Assured Place for Elderly Patient 
In the development of this new concept 
in medical organization, the elderly pa- 
tient at last finds a secure place. Where 
formerly his age and his chronicity were 
identified with each other and subjected 
him by hospital policy to exclusion from 
the general hospital except in acute 
episodes or exacerbations of illness, he 
can now expect a single standard of 
medical service. It protects him during 
periods when hospitalization is unavoid- 
able and houses him in his home or a 
substitute-for-his-home at other times un- 
der a guarantee of continued protection 
by the hospital. 

Modifications of such a plan of or- 
ganization for the elderly, as for other 
victims of illness, acute or chronic, will 
suggest themselves, but the basic organ- 
izational principle will remain. Better 
housing is one of them. More intelligent 
social and medical distribution of sub- 
sidy in all three locations is another. 
A third would deal with and try to over- 
come the handicap of distance in rela- 
tion to the best sources of medical care 
and housing generally. 

The science of geriatrics and geron- 
tology must be responsive not only to 
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the varying needs of the elderly sick at 
any point in time and space, but also to 
the scientific needs of the physicians who 
serve them.2 We have proved that this 
responsibility can best be exhibited in 
a plan of organization which takes both 
into account—in relation to each other 
and to the environment in which they 
come together. Most medical problems 
are solved extramurally by the prac- 
ticing profession. The rest require hos- 
pital subsidy which is distributed out 
of a rich heritage of service, without re- 
gard to youth or age, acuteness or chron- 
icity, ease or difficulty of management, 
or any other consideration. The treasure 
house of medical skill, knowledge, and 
potential for continuous improvement, 
which is the modern general hospital, is 
inexhaustible in its power for good and 
should therefore lead the way in the 
community effort to deal with pain, 
anxiety, and discomfort. These phe- 
nomena lurk in the environment if not 
in the human economy and must be 
neutralized if they cannot be overcome. 
However, the hospital is only an inci- 
dent in the long life of a man. It should 
therefore be looked upon as a stand-by 
resource which functions inside, and not 
outside, of the natural environment of 
a patient. 


iddress delivered before the Fourth Internation- 
al Gerontological Congress in Merano, Italy, July 
1957. 
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SCIENTIFIC EXHIBIT 





Diagnosis and treatment 
of osteoarthritis* 


BERNARD M. NORCROSS, M.D., and 
SALVATORE R. LA TONA, M.D. 


BUFFALO, NEW YORK 


Eighty per cent of all people over 50 have detectable evidence of arthritis. Of 
these, 5 to 10 per cent have symptoms requiring treatment. 

Osteoarthritis is a chronic degenerative disease which most frequently involves 
the hands and weightbearing joints. Other than the phalangeal joints, the most 
common sites in men are the dorsolumbar spine and hips, and in women, the 
cervical spine and knees. 

The exact mechanism that produces osteoarthritis is not known, but certain 
predisposing factors are well recognized: 


weightbearing 

trauma (a single injury or repeated minor injuries) 
structural abnormality 

obesity 

wear and tear 


heredity (in ““Heberden’s nodes”’) 


Fundamental Pathologic Changes 


@ The articular cartilage deteriorates, thins, and becomes fragmented. 


@ The subchondral bone becomes more vascular, new bone is deposited, and 
marrow spaces are obliterated. Z 


@ Where the cartilage is eroded away, the dense bone becomes smooth and 
polished. 


@ Newly deposited bone forms lips and spurs at joint edges. 


@ The synovial membrane thickens and villi increase in number and size; this 
hypertrophied membrane is easily injured. 





*From the University of Buffalo School of Medicine and the Buffalo 
General Hospital. 
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Diagnostic Features 
g 





Before the diagnosis of osteoarthritis is made, certain other conditions must be 
ruled out. These include: metastatic cancer, multiple myeloma, fibrositis, osteo- 
porosis, urologic disorder, protruded disk, and Paget’s disease. (This applies 
especially to osteoarthritis of the spine.) 





In the absence of these conditions, the diagnosis of osteoarthritis is established 
on the basis of the following signs and symptoms: 
@ Typical onset (may be insidious or acute) 
@ Pain on motion or weightbearing 
@ Absence of soft tissue swelling or effusion 
@ Negative laboratory findings 


@ Characteristic x-ray picture 


OSTEOARTHRITIS OF THE HANDS 


Se 
External ue 
features 
showing 
characteristic 
Heberden’s 
nodes 





X-ray features 
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OSTEOARTHRITIS OF WEIGHTBEARING JOINTS 





Severe changes at fifth, sixth, and seventh cervical Severe osteoarthritis and resulting scoliosis in 
vertebrae (lateral view). lumbar vertebrae (L.-Ls Ls-L,) with osteophyte 
formation and narrowed vertebral disks. 





& 





Severe osteoarthritis of the hip joint. Severe osteoarthritis of knee with joint mice. 


Geriatrics, November 1957 663 














Therapeutic Measures 


The pathologic changes of osteoarthritis are irreversible, but symptoms can be 
relieved and reasonable function preserved by appropriate treatment. 


The intra-articular injection of a sterile suspension of hydrocortisone acetate 
and neomycin sulfate frequently gives satisfactory symptomatic relief in osieo- 
arthritis, even though the systemic administration of corticosteroids is of little 
benefit. (The neomycin is valuable in the prophylaxis of joint infection.) 


INJECTION OF FINGER JOINT 


rhe needle is inserted into the joint 
capsule where it buckles. No attempt 
is made to insert it between the 
articular surfaces. 





INJECTION OF THE KNEE JOINT 


The needle is inserted medial to the 
patellar tendon and the hydrocorti- 
sone injected into the joint capsule. 
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Graded exercise, such as lift- 
ing a weight suspended from 
the ankle, is often helpful. 


In addition to the treatments illus- 
trated the following measures may be 
valuable for certain patients. 


@ Reducing weight 
@ Correcting postural defects 
@ Avoiding overuse of joints 
@ Heat in all forms, such as: 
baking 
infrared lamp 
hot wet heat 
paraffin baths 


contrast baths 
@ Drugs such as: 
salicylates 


phenylbutazone 





When the cervical spine is in- 
5 sex) volved, stretching the neck 
is beneficial. may give relief. 


In selected cases, ultrasound therapy 
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Self-classification as old or not old 


JACOB TUCKMAN, Ph.D., and 
MARTHA LAVELL, M.S. 


PHILADELPHIA 


@ Previous studies on attitudes toward 
aging have shown that individuals in 
the age range from 12 to 88 years tend 
to accept misconceptions and _stereo- 
types about old people and the older 
worker. For young persons, acceptance 
of stereotypes about aging may be a pro- 
jection of their own judgments and feel- 
ings about aging; whereas, for old per- 
sons, such acceptance may reflect their 
own self-concept about their adjustment. 
Since most people tend to accept the 
general notion that aging is always ac- 
companied by physical and mental de- 
cline, each individual may begin to 
think of himself as old when he recog- 
nizes in himself the physical stigmata 
of aging, such as graying hair, wrinkles, 
slowing reaction time, and impaired 
vision, or psychologic stigmata such as 
difficulty in learning new things, im- 
paired memory for recent events, and 
forgetfulness. Indeed, it is these signs 
that he has learned to accept as evidences 
of “oldness”’ in others. 


Purpose of Study 


The purpose of this study was to obtain 
an estimate of the relationship between 
physical and psychologic status and the 
self-classification by the individual as old 
or not old. The hypothesis to be tested 
suggested that individuals who consider 
themselves not old are more intact, physi- 


JACOB TUCKMAN is chief of the section on educa- 
tion and standards, and MARTHA LAVELL is a 
statistician in the Division of Mental Health, 
Department of Public Health, Philadelphia. 
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Among institutionalized older peo- 
ple, those who consider themselves 
not old are more intact physically 
and psychologically than those who 
consider themselves old. This differ- 
ence is reflected in their feelings about 
participation in organized institution- 
al programs, in ways in which they 
spend their time, and in their in- 
terests. 


cally and psychologically, than individ- 
uals who consider themselves old. 

In a previous study, it was found that 
younger adults, 30 to 53 years of age, 
classifying themselves as middle-aged re- 
ported themselves as having more bodily 
and mood and feeling symptoms, as 
measured by the Cornell Medical Index, 
than those classifying themselves as 
young. Among older adults, 60 to 88 
years of age, more respondents classify- 
ing themselves as middle-aged or old 
reported themselves with more symptoms 
than those classifying themselves as 
young.’ The differences were not statis- 
tically significant. ‘The absence of a sig- 
nificant relationship between self-classi- 
fication and symptoms may be due to the 
fact that the number of reported symp- 
toms may not be an adequate index of 
the physical and psychologic status of 
the individual. Reported symptoms by 
the Cornell Medical Index do not take 
into account three factors which may 
influence an individual’s attitude toward 
aging: the recency of the symptoms, the 
severity of the symptoms, and how well 
the individual manages his symptoms. 














Therefore, in this study, estimates of 
physical intactness were based on self- 
reports about health. 

Although self-reports about health 
may not correspond with the actual 
physical condition of the respondent, 
the subjective rating is meaningful in- 
sofar as it may influence his activities, 
behavior, and outlook on the future. The 
individual who looks upon himself as a 
well person tends to behave as a well 
person; if he looks upon himself as a 
sick person he will behave as a sick 
person. Evidence of psychologic intact- 
ness was based on ratings, by skilled 
interviewers, of the mental clarity of the 
respondent and his contact with reality. 


Material and Methods 
The subjects consisted of a 20 per cent 
sample, stratified by age, sex, and source 
of referral, of residents 65 years of age 
and over in Riverview, Philadelphia’s 
home for the indigent. In the sample 
there were 108 men and women ranging 
in age from 65 to 94 years. 

These residents are not typical of older 
persons in the population and are prob- 
ably not typical of individuals who re- 
side in institutions for the aged. The 
majority of admissions are referrals from 
state mental hospitals, general hospitals, 
and the Department of Public Assistance. 
These residents may be characterized as 
individuals who throughout their lives 
have had a minimum of personal and 
material resources. About half of the 
subjects had never married. ‘The median 
number of years of schooling completed 
was 5.4. Of the sample, 78 per cent were 
white and 22 per cent nonwhite. These 
are roughly the same proportions as in 
Philadelphia’s population. 

Of the 108 residents in the sample, 
28 persons did not reply to the question, 
“Do you consider yourself old?” Of those 
who did not reply, about a third, pri- 
marily transfers from state mental hos- 
pitals, were rated as poor with respect 








TABLE 1 


SELF-REPORTS ON HEALTH 





Health Old (N=40) Not old (N=40) 
ie Be 
o o 
Excellent or good 35 78 
Fair 40) 20 
Poor or very poor 25 2 





2=16.44, P=<01 


to their.mental clarity; another third did 
not communicate at all. Of the balance, 
some were transfers from state mental 
hospitals but others were individuals 
with severe hearing difficulties or with 
speech so poor, because of a recent stroke 
or because of lack of dentures, that it 
was impossible to conduct an interview 
with them. The 80 persons who replied 
were equally divided between those who 
considered themselves old (22 men and 
18 women) and those who considered 
themselves not old (25 men and 15 
women). Since there was no significant 
sex difference with respect to self-classi- 
fication, men and women were combined. 


Results 

In comparing the two groups they will 
be designated as Old and Not Old respec- 
tively, referring throughout to their self- 
classifications. The mean age was 76.2 
years for the Old and 73.4 years for the 
Not Old, but the difference is not statis- 
tically significant. 

EVALUATION OF HEALTH 

Self-reports about health, as shown in 
table 1, indicate significantly better 
health for the Not Old than for the Old. 
Seventy-eight per cent of the Not Old 
compared with 35 per cent-of the Old 
reported themselves to be in excellent 
or good health, while 40 per cent of the 
Old compared with 20 per cent of the 
Not Old reported themselves to be in 
fair nealth, and 25 per cent of the Old 
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TABLE 2 


INTERVIEWERS’ RATINGS OF RESPONDENTS 





Mental clarity Old (N=40) Not old (N=40) 
f of 


€ 


( /o 
Excellent 22 50 
Good 25 20 
Fain 1] 15 
Poor 12 15 





x 902, P=< 05 


compared with 2 per cent of the Not Old 
reported themselves to be in poor or very 
poor health. 


MENTAL CLARITY 


The mental clarity of the respondent, 
as rated by one of four interviewers who 
conducted the study, shows significantly 
greater psychologic intactness for the Not 
Old than for the Old (table 2). Seventy 
per cent of the Not Old compared with 
47 per cent of the Old were rated as 
excellent or good with respect to their 
clarity, while 53 per cent of the Old 
compared with 30 per cent of the Not 
Old were rated as fair or poor. 


PERSONAL ADJUSTMENT 


It is interesting to note that there are 
significant differences between the Old 
and the Not Old with respect to the kind 
of adjustment reported by the respond- 
ents at previous periods of life. Evidence 
of life adjustment was obtained from 
two questions, “What kind of childhood 
did you have?” and “What kind of life 
did you have before coming here (to the 
institution)?” The responses to both ques- 
tions show some respondents thought in 
terms of happiness and unhappiness, 
while others thought in terms of other 
factors in their specific life situations, 
giving such replies as ‘““We were poor,” 
“I lived with my family,” “I worked,” 
and “T drank.” In these responses happi- 
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ness or 
implied. 

The data given in table 3 indicate that 
68 per cent of the Not Old compared 
with 40 per cent of the Old reported a 
happy childhood, while 18 per cent of 
the Old compared with 8 per cent of the 
Not Old reported their childhood to be 
fair. Ten per cent of the Not Old com- 
pared with 2 per cent of the Old reported 
an unhappy childhood, but 18 per cent 
of the Old and none of the Not Old did 
not answer the question. Failure to an- 
swer the question about childhood may 
mean that these respondents considered 
the past too painful to talk about. 

Responses to the question about adult 
life, also reported in table 3, show both 
groups reporting a less happy adulthood 
than childhood. Fifty-five per cent of the 
Not Old compared with 20 per cent of 
the Old reported that their life before 
coming to the institution was a happy 
one, while 22 per cent of the Old com- 
pared with 15 per cent of the Not Old 
considered their life to have been fair. 
Twenty-three per cent of the Old com- 
pared with three per cent of the Not Old 
did not answer the question. 


unhappiness may have been 


The significant differences between the 
Old and the Not Old with respect to self- 
reports about adjustment in childhood 
and in adulthood suggest that the self- 
classification may be a function of the 
kind of adjustment the individual made 
throughout his lifetime. However, the 
fact that the correspondence between 
self-classification and adjustment at pre- 
vious periods of life is far from perfect 
may be the result of the dynamics oper- 
ating within the individual. 

Respondents who reported themselves 
happy as children or as adults may classi- 
fy themselves as Not Old because this is 
typical of the way they have adjusted to 
life situations. On the other hand, they 
may report themselves as Old because 
they may consider institutional living an 
undesirable way of life, or, because of 











TABLE 3 


SELF-REPORTS ON ADJUSTMENT 





Childhood* 


Adjustment Old (N=40) 
% 
Happy 40 
Fair 18 
Unhappy 3 
Economic 5 
hardship 
Lived with 8 
family 
Drinking _ 
Worked _ 
Other 9 
Not stated or 18 


don’t know 


Not old (N=40) 


Adult lifet 


Old (N=40) Not Old (N=40) 
Cc 


% % 7o 
68 20 55 
8 22 15 
10 5 5 
5 2 5 
9 =e oun 
- 5 2 
~ 20 12 
7 3 3 
0 23 3 





*y°=16.07, P=<.05 $x2= 14.22, P= <.05 


the difficulties they are now facing, they 
may tend to look back upon childhood 
or adulthood as periods happier than 
they really were. Respondents who re- 
ported themselves unhappy as children 
or as adults may classify themselves as 
Not Old because institutional living may 
give them the security that they never 
had, or they may classify themselves as 
Old because this is typical of their pat- 
tern of adjustment. The data suggest 
that further study is needed to clarify 
the relationship between  self-classifica- 
tion and previous life experiences. 


DAILY ACTIVITY 


It might be expected that the differences 
in physical and psychologic intactness 
between the two groups would be re- 
flected in the way in which the respond- 
ents spend their day. However, a com- 
parison of the two groups shows no 
differences in reported participation in 


specialized programs at the institution 
such as occupational therapy, recreation, 
parties and shows, or employment in 
some kind of paid work activity such as 
helping in the kitchen. 

A lack of participation was typical of 
both groups. Sixteen per cent of the Old 
and 11 per cent of the Not Old reported 
participation in occupational therapy; 8 
per cent of the Old and 20 per cent of 
the Not Old reported participation in 
paid work activity. Twenty-six per cent 
of the Old and 21 per cent of the Not 
Old reported taking part in recreation, 
and-45 per cent of the Old and 56 per 
cent of the Not Old reported attending 
parties and shows. Although there was 
no significant difference between the two 
groups with respect to their reported 
participation in specialized programs in 
the institution, the reasons given for lack 
of participation tended to be different. 

Poor health as a reason was mentioned 
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TABLE 4 


DAILY ACTIVITIES 





Old Not Old 
Activity (N=40) (N=40) 
07 of 
c /O 
Sedentary inside, 
sendentary outside, 
nothing 72* 50 
Work 22 32 
Educational and cultural 12* 32 
Nonsedentary 20 20 
Socializing 5 10 
Religious 2 ri 





Note: Percentage columns total more than 100 
because of multiple replies. 


*Significant at .05 level. 


more frequently by the Old; lack of in- 
terest was mentioned more frequently by 
the Not Old. Illness or poor physical or 
mental health was given as reasons for 
not taking part in occupational therapy 
by 24 per cent of the Old and none of 
the Not Old. The same reasons were 
given by 21 per cent of the Old compared 


TABLE 5 


INTERESTS OF THE RESPONDENTS 








Old Not Old 

Interest (N=40) (N=40) 
se 9 
f 0 
Nothing or don’t know 38* 18 
Work 12* $2 
Leaving institution 28 25 
Recreation 0* 15 
Education and culture 5 12 
Religion 8 0 
Regaining health 2 2 

Note: Percentage columns total more than 100 


because of multiple replies. 


*Significant at .05 level. 
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with 6 per cent of the Not Old for not 
attending parties and shows, by 43 per 
cent of the Old compared with 10 per 
cent of the Not Old for not participating 
in the recreational program, and by 62 
per cent of the Old compared with 41 
per cent of the Not Old for not taking 
part in paid employment. With the ex- 
ception of paid employment, the differ- 
ences between the two groups are statis- 
tically significant. 

Replies to the question, “How do you 
spend your day?” presented in table 4, 
also show that both groups have diffi- 
culty in keeping occupied in a variety of 
satisfying activities. However, there are 
important differences between the two 
groups. Seventy-two per cent of the Old 
compared with 50 per cent of the Not 
Old reported taking part in sedentary 
inside or sedentary outside activities such 
as eating, sleeping, watching television, 
listening to the radio, sitting indoors or 
outdoors, or just doing nothing. Thirty- 
two per cent of the Not Old compared 
with 12 per cent of the Old reported 
taking part in educational and cultural 
activities such as reading, writing letters, 
and, to a much limited extent, 
painting. 


more 


A higher proportion of the Not Old 
(32 per cent) than of the Old (22 per 
cent) spent part of their day in work 
activity. Moreover, the Not Old tended 
to engage more frequently in paid work 
activity, while the Old tended to engage 
in such work activity as sewing, crochet- 
ing, or making their beds. A higher 
proportion of the Not Old (10 per cent) 
than: of the Old (5 per cent) reported 
taking part in socializing activities. How- 
ever, the differences between the two 
groups with respect to reported participa- 
tion in work activity or in socializing 
activities are not statistically significant. 


REAL INTERESTS 


The replies to the question, “What are 
you really interested in?”, given in table 






















5, show that some interests reported by 
the respondents, such as “leaving the in- 
stitution” and “regaining health” cannot 
be classified as interests in the ordinary 
meaning of the term. Rather, their in- 
terest in these areas reflects concern with 
themselves and the problems they are 
now facing. Although the interests of 
both groups are quite narrow, they are 
significantly broader for the Not Old 
than for the Old. Thirty-eight per cent 
of the Old compared with 18 per cent 
of the Not Old said they were interested 
in “nothing” or did not know: By con- 
trast, 32 per cent of the Not Old com- 
pared with 12 per cent of the Old ex- 
pressed an interest in work; 15 per cent 


of the Not Old and none of the Old 
expressed an interest in recreation. 
Conclusions 


The data support the hypothesis that 
individuals who consider themselves as 
Not Old are more intact physically and 
psychologically than those who consider 
themselves as Old. The difference in 
physical and psychologic intactness_be- 
tween the two groups is reflected in rea- 


PERHAPS THE OUTSTANDING 


OPPORTUNITIES for 


sons for not participating in organized 
programs at the institution, in ways in 
which the respondents spend their day, 
and in their interests. The Old do not 
participate in specialized programs be- 
cause of poor physical or mental health, 
while the Not Old do not participate 
because they are not interested in the 
programs. Although both groups have 
difficulty in utilizing their leisure time 
and are quite narrow in their interests, 
the Not Old tend to utilize their time 
somewhat more constructively and have 
somewhat broader interests than the Old. 
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fruitful work 


with older people may be found in the field of health educa- 
tion. Certainly the skills and technics of health education 
should find their greatest outlet in work with the aging. Health 
education must not only arouse popular and community in- 
terest but must succeed in motivating older people to do things 
for themselves. Health educators, probably more than the 
rest of us, will be aware of the fact that we are working with 
as well as for older people. Because the older person generally 
has the best understanding of his own needs and because he 
has the ability to make his own decisions, he must be drawn 
in on the planning and development of suitable activities. He 
must neither be patronized nor segregated from the rest of 
society. Moreover, all health workers must make increasing 
use of the family of the older person in solving personal and 
social problems. Many major adjustments can be made within 
the framework of the family, thus freeing the community 
from the burden of care or ameliorative services. 


JOSEPH W. MOUNTIN: Health Promotion in the Older Years 
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SOCIOMEDICAL PROGRESS 


The health of older people in Florida 


IRVING L. WEBBER, Ph.D. 


GAINESVILLE, FLORIDA 


@ This paper presents the results of an 
analysis of morbidity data relating to a 
study population of 1,278 persons aged 
50 and over residing in northern peninsu- 
lar Florida. These older people com- 
prised part of a larger general population 
studied in 1952 as part of the Medical 
Center Study of the University of Flori- 
da.} 


Material and Methods 


The basic data were obtained through 
interviews carried on by trained research 
assistants who visited residences selected 
by use of an area-sample design. Field 
work was conducted in four counties— 
Alachua, Flagler, Lafayette, and Lake— 
and in the city of Jacksonville. ‘These 
five political subdivisions are located in 
the central and northern part of penin- 
sular Florida and reflect, in many re- 
spects, the social, economic, and physical 
characteristics of that section of the state. 
Although the members of the study pop- 
ulation in the four counties were selected 
with a view to avoiding known biases, 
they are not necessarily statistically rep- 
sentative of those areas. The cases ob- 


IRVING LEONARD WEBBER is associate professor of 
sociology and anthropology and chairman of the 
council of the Institute of Gerontology, Univer- 
sity of Florida. 
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During a six-month survey of a 
Florida population over 50 years of 
age, illness disabling for one full day 
or more was experienced by 40 per 
cent of persons interviewed. The most 
prevalent health-care practice was vis- 
iting a physician at his office. Varia- 
tions in morbidity were examined in 
relation to sex, age, race, residence, 
and socioeconomic status. 


tained in Jacksonville comprised a di- 
rected, nonproportional sample of mid- 
dle- and lower-class persons. 

About two thirds of the study popula- 
tion consisted of white persons; the re- 
mainder were Negroes. ‘There was a ratio 
of 93 men to 100 women. The largest 
number in a single five-year age class 
were 50 to 54 years old, and the number 
in each class decreased steadily as age 
increased. One third of the subjects re- 
sided in urban areas, over one fourth in 
open-country dwellings, somewhat more 
than one fifth in villages, and the re- 
mainder in one urban-fringe area. The 
level of formal education was rather low, 
with more than one third having had 
either no schooling or from one to seven 
years of instruction. Nearly one fourth 
of the men and over four fifths of the 
women were not in the labor force be- 


















cause they were retired, working as house- 
wives, or had no occupation. 

The interview elicited two principal 
types of data: (1) disabling illness and 
(2) use of specified health-care facilities. 
All data related to the six months im- 
mediately preceding date of interview. 
Disabling illness was defined as disease, 
accident, or physical or mental impair- 
ment which prevented the subject from 
working, caring for the home, attending 
school, or carrying on other usual pur- 
suits for one full day or more. In addi- 
tion, informants were asked to rate their 
health and that of other members of 
their households on a five-point scale, as 
follows: very good, good, fair, poor, very 
poor. While these latter data—whether 
self-rating or appraisal—no doubt have 
little validity from a medical point of 
view, they do provide valuable insights 
into the health situation of the house- 
holds as understood by members of the 
study population and their families. 

Disabling illness took a heavy physical, 
social, and economic toll. Forty per cent 
of these persons were incapacitated for 
one full day or more, 17 per cent for 
ninety days or more. The disabling ill- 
nesses recorded most frequently were dis- 
eases of the circulatory, respiratory, nerv- 
ous, and digestive systems, and of the 
bones, joints, and muscles. About three 
fourths of the disabled were attended by 
physicians during the episodes, and about 
one eighth were hospitalized. 

Of the health-care practices studied, 
visiting physicians’ offices for profession- 
al services was the most common; nearly 
half of the subjects made one or more 
calls during the six-month period. One 
eighth received professional calls from 
physicians and surgeons. Less than four 
per cent availed themselves of the serv- 
ices of practitioners other than _physi- 
cians, including osteopaths, chiroprac- 
tors, faith healers, naturopaths, druggists, 
and others. Approximately one seventh 
of those surveyed visited dentists, and 


about two thirds of those who received 
dental care had but one appointment 
during the survey term. Nursing care 
by professional or practical nurses other 
than in hospitals was received by less 
than one per cent of the subjects. Serv- 
ices offered by public health departments 
were used by about four per cent of the 
population. 


Sex 
The demographer recognizes sex differ- 
entials: in mortality—differentials which 
probably reflect biologic differences? 
and which may well be paralleled by 
health differences. ‘The sociologist ob- 
serves, moreover, that the cultural pat- 
terns of our society place the male in 
greater danger of injuries and accidents 
of certain kinds. 

In this population, however, no well- 
marked differences in morbidity related 
to sex were found. In the event of dis- 
abling illness, women tended to be treat- 
ed by physicians to a slightly greater ex- 
tent than were men, but the difference 
was small and the finding not uniform 
in the study areas. Except in Lake Coun- 
ty, a larger share of the men were hos- 
pitalized. Women were more likely to 
visit physicians and to receive home calls, 
but the differences were small and the 
differential did not prevail in Lafayette 
County. Except in Alachua County, there 
was some tendency for men to rate their 
health at a somewhat higher level than 
was true of women. 

Age 
The purpose here was to investigate the 
degree to which health varies according 
to age. Subjects were divided in four 
groups: those from 50 to 59, 60 to 69, 
70 to 79, and those 80 and over. 

Age was associated with a number of 
variations in morbidity. The tendency 
was for a given kind of behavior to in- 
crease or decrease from ages 50 to 59 
through 70 to 79 and then to decrease or 
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increase slightly at age 80 and over. Three 
findings were generally consistent for the 
total and study-area populations: (1) du- 
ration of disabling illness increased strik- 
ingly with age; (2) incidence of calls by 
physicians at subjects’ homes increased 
with age, reached a maximum at ages 70 
to 79, and was nearly as high at age 80 
and over; and (3) receipt of dental care 
demonstrated a pattern like that for phy- 
sicians’ home calls. 

Other qualified generalizations in- 
clude: (1) incidence of disabling illness 
increased with age except in Lake Coun- 
ty; (2) hospitalization was most common 
at ages 60 to 69 and longest periods of 
institutionalization came at ages 50 to 
59 and 70 to 79; (3) in the combined 
population, office calls by physicians in- 
creased with age through 70 to 79, but 
the study areas were not consistent in 
this respect; and (4) health, rated as fair 
or better and poor or very poor, became 
worse with age. Poor or very poor health 
appeared most often at ages 70 to 79 and 
nearly as often after age 80. The data 
for individual study areas were not con- 
sistent, however. 


Race 

In the United States, members of the 
Negro race in general, and those who 
live in the South in particular, follow a 
way of life that is different from that of 
the white majority. The differences in 
social behavior are reflected in such in- 
dices as education, occupations, amount 
of income, and level of housing. Whether 
race or ethnic composition of a popula- 
tion is a causal or an associated factor in 
a given relationship, it is useful to dis- 
cover such differentials insofar as they 
exist. 


In this population, the morbidity ex- 
periences of white and Negro persons 
differed markedly in many respects. The 
following statements apply to the com- 
bined study population and to all of the 
study areas except Lafayette County, 
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which had a Negro component of only 
eight persons: (1) disabling illness was 
more prevalent among Negroes (in Jack- 
sonville, however, the proportions were 
approximately equal); (2) relatively more 
Negroes were disabled for long periods; 
(3) a much larger share of disabled whites 
than of disabled Negroes was _ hospital- 
ized; (4) dental services were utilized by 
whites to a much greater extent than by 
Negroes; (5) more Negroes than whites 
used public health department services; 
and (6) a larger proportion of the white 
persons rated their health as fair or bet- 
ter. In addition, the following observa- 
tions were made regarding the total study 
population, although data for individual 
study areas were more or less inconsist- 
ent: (1) more whites than Negroes were 
attended by physicians for disabling ill- 
ness; (2) relatively more white persons 
made visits to physicians’ offices; and (3) 
Negroes were more likely to receive home 
visits by physicians and tended also to 
receive a larger number of visits. 


Residence 


For analytical purposes, the residences of 
the study population were classified as 
open country, village, urban, and urban 
fringe. Subjects residing in open-country 
and village areas were interviewed in the 
four counties included among the study 
areas. Urban residents were enumerated 
in Alachua and Lake counties and in 
Jacksonville. All of the urban-fringe resi- 
dents included in the study population 
lived in an area in Alachua County lo- 
cated directly east of, but outside the of- 
ficial ‘boundaries of, the city of Gaines- 
ville. Over half of the fringe-area sub- 
jects were Negroes, and nearly two thirds 
of them may tentatively be classified as 
members of the lower class.? 

There is ample justification for investi- 
gating residential differentials in mor- 
bidity. “Residence,” one writer has said, 
“. .. is the most important indication of 
existing fundamental differences in the 














environmental forces, both natural and 
man-made, that impinge upon the hu- 
man personality. Within the limits im- 
posed by man’s biological inheritance, 
residence determines largely the specific 
personality traits that any given person 
will acquire.’’ 

The study areas were not entirely com- 
parable with respect to residence, since 
only two of them—Alachua and Lake 
counties—had subjects in as many as 
three categories—open country, village, 
and urban—and only one—Alachua Coun- 
ty—had an urban-fringe population. One 
uniformity was observed in the combined 
population and in Alachua and Lake 
counties: use of dental service was great- 
est in cities. Urban-fringe residents made 
the least use of this type of health care. 

The following statements relate, in gen- 
eral, to the total study population only: 
(1) incidence of disabling illness was 
highest for villagers, lowest for city dwell- 
ers; (2) disabled villagers averaged longer 
periods of incapacity, open-country resi- 
dents shorter periods than those in other 
residental categories; (3) attendance by 
physicians for disabling illness was most 
prevalent in the villages, least common 
in the open-country; (4) hospitalization 
was most common in the cities, least 
prevalent in the villages; (5) the propor- 
tions of office calls on physicians were 
highest for villagers, lowest for urbanites 
and fringe dwellers; (6) of those who 
visited doctors, villagers made relatively 
more visits, urbanites relatively fewer; 
(7) urban-fringe residents reported the 
highest proportion of home calls by phy- 
sicians, open-country persons the lowest; 
(8) urban-fringe residents made much 
greater use of public health department 
services than did persons living in other 
types of residential areas; and (9) sub- 
jects residing in cities on the average con- 
sidered their health as better than did 
those in other residential areas, while 
persons living in the urban-fringe rated 
their health lower than did subjects in 
other categories. 








Socioeconomic Status 


The term social class has been defined 
as “‘a stratum in society composed of 
groups of families of equal standing.”® 
The notion that such strata occupy su- 
perior and inferior positions with respect 
to each other is implicit. Social status is 
“a position in a social group or in so- 
ciety.”® Although social statuses may be 
ranked or arranged in a hierarchy, they 
are properties of individuals or groups, 
differing from social classes in that the 
latter comprise superior and inferior lay- 
ers of persons or groups with the family 
as the primary reference association.’ The 
use of the term socioeconomic status sug- 
gests that the individual’s position is de- 
termined with a view to economic as well 
as social characteristics. 

The indicator of socioeconomic status 
employed in this survey was the dwelling 
in which each subject resided. At the 
time of each interview, field workers 
noted the rating of the house on a five- 
point scale: (1) excellent, (2) above aver- 
age, (3) average, (4) below average, (5) 
poor. Before beginning work in a given 
study-area unit,the interview team con- 
ducted a reconnaissance in order to de- 
termine the range in size and condition 
of dwellings and to fix the extremes and 
the average. Hence the ratings assigned 
to households in each community were 
relative to those of others located in the 
same community. The survey rating of 
house type on which socioeconomic sta- 
tus is based thus provides only a rough 
estimate of that characteristic.* 

The following generalizations based 
on the-combined data also apply to the 
individual study areas: (1) attendance by 
physicians in case of disabling illness in- 
creased with higher status; (2) use of 
dental services and socioeconomic status 
were directly though not regularly asso- 


*This dwelling-rating scheme is based on one factor 
used by Warner and his co-workers in computing the 
index of status characteristics. See Warner et al, reference 
8 pp. 39-42, 121-159, et passim. 
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ciated; and (3) utilization of public 
health services increased with declining 
status. The remaining statements apply 
to the total study population: (1) inci- 
dence of disabling illness tended to in- 
crease with decreasing status; (2) dura- 
tion of disability increased with lower 
status; (3) visits to physicians’ offices 
tended to be less in evidence as status 
decreased; and (4) health ratings varied 
directly with socioeconomic status. 

In the light of the widespread concern 
with health and of the numerous govern- 
mental programs and proposals for im- 
proving the level of our people’s health, 
the importance of field studies of mor- 
bidity can hardly be overemphasized. 
This observation applies with particular 
force where older people are involved. 
In view of the increasing numbers and 
proportions of the elderly in our popu- 
lation, changing patterns of disease and 
mortality, and rapid developments in 


public health and medical science, it is 
hoped that qualified social scientists will 
increasingly turn their attention to study- 
ing the social components in morbidity. 


From the Institute of Gerontology and the De- 
partment of Sociology, University of Florida, 
Gainesville. 
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HemiPLeciA occurred in 199, or almost one-sixth, of 1,317 patients 
in a large institution caring especially for older people. 

The incidence of hemiplegia is not affected by sex, but is more 
commonly associated with advancing age, arterial hypertension, cere- 
bral arteriosclerosis, and coronary disease. 

Aphasia was present in 45 per cent of patients with hemiplegia and, 
as would be expected, it was most common in patients with right 
hemiplegia. However, since 23.9 per cent of patients with left hemi- 
plegia were also aphasic, obviously, language disturbance is determined 
not only by disturbances in the dominant cerebral hemisphere, but 
by a number of factors in the brain as a whole. 

Because of the lessened physical prowess of hemiplegic patients, frac- 
tures occurred in 16 per cent, as compared to only 9.7 per cent of the 
nonhemiplegic patients. The hip was: most commonly involved. Be- 
cause of poor balance, osteoporosis, and motor disability, any hemi- 
plegic patient with pain, deformity, stiffness, or limitation of move- 
ment should be checked over for a concealed fracture. 


E. J. ROGERS: Hemiplegia—Its incidence and association with aphasia and fractures 
in a chronic disease hospital. New York J. Med. 57: 2220-2224, 1957. 
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QUERIES AND THERAPEUTIC NOTES 





Paralysis agitans—aspects of 


functional training 


HARRY T. ZANKEL, M.D. 


DURHAM, NORTH CAROLINA 


Q. Can you describe paralysis agitans 

briefly? In what age group is it most 
é c c 

common? 


A, Paralysis agitans or Parkinson’s dis- 
ease is a chronic progressive disorder of 
the extrapyramidal system associated 
with static tremor, muscular rigidity, and 
neuromuscular retardation. The three 
well-established types are: (1) the idio- 
pathic, which is caused by a degenera- 
tion of basal ganglia, usually of the 
globus pallidus and corpus striatum; (2) 
the arteriosclerotic, which is associated 
with general arteriosclerosis and accom- 
panied by focal degeneration; and (3) 
the postencephalitic, which follows ence- 
phalitis lethargica. 

The idiopathic and _ar'r~iosclerotic 
varieties are considered dise s of mid- 
dle-age. The postencephaliti, :ype can 
involve any age. 


Q. What are the symptoms? 


A, The common manifestations are: (1) 
tremor, (2) rigidity, and (3) retardation. 

The tremor of parkinsonism is static, 
or “rest,” as opposed to the intention 





HARRY T. ZANKEL is chief of the Physical Medi- 
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tremor of multiple sclerosis. It is di- 
minished with voluntary effort and ag- 
gravated by emotional disturbance. It 
may involve all the voluntary muscles 
including the limbs, the head, the jaw, 
the tongue, and even the eyelids. The 
tremor is rhythmic and the frequency, 
as seen by electromyographic examina- 
tion, varies between 4 and 8 per second. 

Rigidity is the result of an increased 
tone in agonist and antagonist muscles. 
If associated with tremor it is “cog- 
wheel” in type. In the absence or re- 
duction of tremor it is smooth or “lead- 
pipe.” In any event it is always mani- 
fested by a peculiar appearance and gait 
—masklike face, stooping, short shuffling 
steps, hanging arms, and general inertia. 
It is this rigidity which, if uncontrolled, 
will result in contractures that are difh- 
cult to overcome once they are estab- 
lished. 

Neuromuscular retardation is in part 
an outgrowth of the rigidity. “Slow” is 
the keyword. Patients with parkinsonism 
eat, speak, and act slowly. They are slow 
to start moving and slow to stop, hence 
the propulsive and retropulsive gait. The 
retardation of speech results in a mono- 
tone. 

Some other specific manifestations of 
a pronounced involvement include: 
akinesia, weakness, salivation, spasmodic 
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winking, occasional upward deviation of 
the eyes, and variable degrees of mental 
depression. 

Q. Is paralysis agitans curable? 

A. At the present state of our knowl- 
edge, it is an incurable disease, but this 
does not mean that we should assume a 
fatalistic attitude. Just the contrary—a 
cheerful, but realistic, attitude of the 
physician will reflect in the patient and 
render him amenable to treatment and 
rehabilitation. 


Q. What is the treatment of patients 
with diagnosed paralysis agitans, and 
what are its objectives? 


A. The treatment is medical, surgical, 
and psychiatric, and the objectives are 
to control symptoms, prevent complica- 
tions, and encourage self-sufficiency. 

The object of medical treatment is to 
reduce the tremor and rigidity and to 
overcome the tendency to neuromuscular 
retardation. To accomplish these objec- 
tives, the best medication is some deriva- 
tive of belladonna. Recently, several 
synthetic antispasmodics have appeared 
on the market. A favorite is trihexy- 
phenidyl (Artane), which should be ad- 
ministered beginning with 1 mg. three 
times a day and increasing the dose as 
conditions warrant. For severe depres- 
sion, orphenadrine hydrochloride (Disi- 
pal) has recently been described as a 
good euphorient in the majority of pa- 
tients. News drugs are constantly being 
evaluated and released. 

Tranquilizing drugs should be avoid- 
ed. For constipation, which is usual, mild 
laxatives such as milk of magnesia should 
be given as needed. 

The most promising surgical treat- 
ment so far is chemopallidectomy which 
produces a marked reduction in rigidity 
in the properly selected patient. 


Q. What part should physical medicine 
and rehabilitation play in the treatment 
of these patients? 
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A. When patients are seen in early 
stages of their disease, exercise to toler- 
ance, activity up to the point of fatigue, 
and relaxation through warm _ baths 
should be emphasized. 

Exercises should be active and nonresis- 
tive, and should carry each joint through 
full range of motion. Productive activ- 
ities are the best. If this is not feasible, 
then a creative hobby is a good sub- 
stitute. 

When flexion contractures have de- 
veloped or are developing, passive exer- 
cise, manual or through intermittent 
traction, is indicated. The patient should 
be encouraged to use overhead pulleys. 
Someone in the family should be taught 
to give passive exercise through full 
range of motion. Warm baths will pre- 
pare the muscles for such exercise. 

Patients who have reached an ad- 
vanced stage of the disease and who 
manifest the typical textbook features of 
parkinsonism must be taught to live with 
their disease. They have to be taught 
how to get in and out of bed, how to 
dress and undress, eat, walk, and bathe. 

The key to their activity is rhythmicity. 
In walking, for instance, the patient 
should be taught to step-stop-step-stop, 
the rate depending on the stage of the 
disease; the later the stage, the lower the 
rhythm. The same is true of dressing 
and eating. All assistive devices should 
be made available to the patient, such 
as zippered trousers, elastic shoe laces, 
electric razor, cut-up food. 


Q. What is the place of psychotherapy? 


A.. This aspect of treatment is very im- 
portant, although it need not necessarily 
be conducted by a psychiatrist. The at- 
titude of the family doctor, the intern, 
the resident, the nurse, the therapist, all 
the ancillary personnel, and, above all, 
the family will determine whether the 
individual with Parkinson’s disease will 
give up or carry on. 
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Editorial 


The key role of the physician in geriatric research 


G. HALSEY HUNT, M.D. 
BETHESDA, MARYLAND 


—— the subdivision of medi- 
cine that is concerned with old age 
and its diseases, occupies a central place 
in the more comprehensive science of 
gerontology, the scientific study of the 
phenomena of old age. Physicians must 
work closely on the one hand with the 
basic scientists who are concerned with 
the physiologic and biochemical and 
other factors that may cause, or at least 
are related to, aging, and, on the other 
hand, with sociologists and other be- 
havioral scientists who are assisting older 
persons to make the best possible adjust- 
ments to their families and to society. 
They therefore play a key role in ac- 
tivities concerned with the aging process 
and its results. 

When we think of research in aging, 
it is useful to remember that we do not 
know the answers to some of the basic 
biologic questions. Why do living things 
die? Why do they die when they do? Why 
does the probability of dying increase 
in successive years of life? Answers, at 
least partial answers, to these basic bio- 
logic questions are needed if we are to 





G. HALSEY HUNT is director of the Center for 
Aging Research, National Institutes of Health, 
3ethesda, Maryland. 





carry on productive clinical research, and 
are especially important as society under- 
takes major cooperative programs for 
taking care of older people. 

The ultimate goal of research and of 
action programs in the field of aging 
is to minimize the individual and social 
handicaps of old age as they now exist, 
and to give every individual the maxi- 
mum opportunity for a healthy and dig- 
nified old age. Although planning for 
action programs must be undertaken im- 
mediately, any long-term solution to our 
problems will depend on effective re- 
search, ranging all the way from biologic 
investigations on many different species 
to studies of the psychologic and social 
characteristics of men and women. 

Research on the basic problems of 
aging involves a number of concepts. In 
the first place, since aging is a process, 
it can be understood only by making 
observations over a significant portion 
of the life span of the individual under 
study. Although some questions can be 
answered by studying different individ- 
uals at each age level, it is evident that 
many problems will require observations 
on the same individual at progressive in- 
tervals of the life span. Such longitudinal 
studies are expensive and difficult to 
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carry out, particularly in the human 
being. It is apparent, too, that aging 
cannot be studied solely by observations 
made on older animals or people. The 
essence of gerontologic research is that 
comparisons must be made at two or 
more points in an organism’s life span 
after the attainment of maturity. 

Over and above the purely chronologic 
factors, we must recognize the influences 
of disease in limiting the life span, and 
here, of course, the physician has a major 
responsibility. Although it is usually as- 
sumed that the diseases that have a 
greater prevalence in later life are of 
primary importance, it is probable that 
nonfatal diseases experienced in early 
life may also play a role in limiting the 
life span of the individual. The effects 
of radiation, also, are receiving increas- 
ing attention as a potential factor in the 
aging process. While research programs 
on specific diseases are not entirely with- 
in the framework of gerontology or geri- 
atrics, we recognize that, in a pragmatic 
sense, the separation of disease and aging 
is as unnecessary as it is impossible. 

The research grants program of the 
National Institutes of Health is now 
supporting scores of research projects 
that bear more or less directly upon the 
problems of aging, and we hope that 
even more research in this field will be 
developed. All of the National Advisory 
Councils, which advise the Surgeon Gen- 
eral both on specific research grants and 
on basic research grant policies, have 
expressed a desire that additional re- 
search in the field of aging be developed. 

Since the physician occupies a key 
position in the whole range of activities 
concerned with aging and the older seg- 
ment of the population, he has a special 
responsibility to exert his proper influ- 
ence in the fringe areas where medicine 
meets, and to some extent overlaps, other 
disciplines. It is particularly important 
that the medical profession assume its 
proper responsibility in such areas as 
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the psychologic adjustment of older per- 
sons to the aging process itself, adequate 
housing and proper nutrition and the 
means of attaining them, and so on. 
Participation of psychologists, sociolo- 
gists, anthropologists, housing experts, 
and others is, of course, essential, but it 
is equally essential that the handling of 
these problems that have major health 
implications not be left entirely in non- 
medical hands. 


As an example of an area in which 
medical participation is essential, re- 
search on the criteria for continued em- 
ployment of older persons is an imme- 
diate crying need. The thesis is being 
widely accepted these days that retire- 
ment at a fixed chronologic age is bad, 
and that older persons should continue 
in active employment just as long as they 
are physically and mentally capable of 
doing an acceptable job. Research, by 
physicians or by interdisciplinary teams 
including physicians, is badly needed on 
at least two aspects of this problem. We 
all know of individuals who are active 
and productive far beyond the commonly 
accepted retirement age of 65. Without 
further study, however, it is not proper 
to conclude from this that the majority, 
or even an appreciable percentage, of 
all people have the desire and ability to 
work beyond 65. The concept of flexible 
retirement is an attractive one, but be- 
fore it is generally accepted and acted 
upon, it should have a solid basis of 
scientific research built beneath it. 

The second phase of research in this 
area, with which physicians are even 
more deeply and intimately concerned, 
is the determination of criteria for con- 
tinued employment if a policy of flexible 
retirement is to be adopted. Standards 
of performance are hard enough to de- 
velop and apply in the jobs that require 
manual labor, since the old-timer’s skill 
may for a long time adequately compen- 
sate for his diminishing brute strength, 
but in the jobs involving intellectual 




















skills, particularly those having to do 
with decision-making and the handling 
of other people, we have little or no 
scientifically validated data to guide us. 
In each case that comes up, the exam- 
ining physician or psychologist must 
simply make the best judgment he can, 
a procedure that would be a most un- 
satisfactory basis for any large scale ap- 
plication of the principle of flexible re- 
tirement. In the whole discussion of 
retirement, too, it must be clearly dis- 
tinguished whether we are talking about 
retirement with an adequate living in- 
come or simply loss of a job. It takes no 
research to conclude that it is better for 
society, as well as for the individual, that 
an old man do the best he can at what- 
ever job is available for whatever pay 
he can get, rather than starve to death, 
but this begs the question of whether 
there is not some more dignified way for 
the aged to keep body and soul together. 
The whole problem of income mainte- 
nance in old age is integrally tied up with 
the question of flexible retirement—here 
is where the physicians have to work with 
the economists and political scientists. 

All of this, of course, does not relieve 
the physician of his central responsibility 
of giving proper care, preventive and 
curative, to people in the older age 
groups. While it is probably a good thing 
to have a few physicians in each commu- 
nity who spend most of their time work- 
ing with older people, it would be un- 
fortunate for geriatrics to develop into 
a separate specialty of medicine. With 
increasing numbers of people in the 
older age groups, every practitioner who 
works with adults should be at least a 
part-time geriatrician. This means, in- 
cidentally, that the medical profession 
must collectively and individually take 
more responsibility for older people than 
simply giving them tranquilizing drugs 
and sympathy. We must help them make 
the best possible adjustment to their 





aging process and to their family and 
their community, and assist them to 
achieve the maximum degree of positive 
good health during the senium. 

The diseases of old age, almost without 
exception, start during early or middle 
life. Proper medical care in old age must 
be based upon a continuing regimen of 
prevention and treatment started early 
in life and carried on through the middle 
years into old age. Control of hyper- 
tension, to be effective, must be started 
at or even before the onset of the clinical 
disease syndrome. If dietary control of 
atherosclerosis proves to be possible, it 
will probahty require a lifelong modifica- 
tion of our present eating habits. Any- 
thing like this that involves a major 
change in habits of living will require 
the physicians to expend much more ef- 
fort than they do at present on health ed- 
ucation. 

In summary, then, the physician has 
a central responsibility, in his day by 
day practice, in research, and in his par- 
ticipation in community programs, to do 
what he can to minimize the individual 
and social handicaps of old age as they 
now exist, and to give every individual 
the maximum opportunity for a healthy 
and dignified old age. The ideal is not 
to have people live forever, particularly 
with impaired faculties, but rather to 
have them live well. As Dr. Wakerlin 
has recently phrased it: “Only through 
research can we achieve the prime goal 
of gerontology, which the Greeks indi- 
cated more than 2,000 years ago by point- 
ing out that the art of living consists in 
dying young but as late as possible.’’! 
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@ On his seventieth birthday, years ago, 
Dr. W. J. Mayo said a number of in- 
teresting things. “The years have come 
upon me so easily and so rapidly that I 
can look back on each and every one of 
them without regret, and I feel no older 
now than I did when I came into the 
American Surgical Association. 

“The older man is not always able to 
see the necessity or perhaps the justice 
of his descent, and resents his slipping 
from the position he has held, instead of 
gently and peacefully helping this pass- 
ing by assisting the younger men. 

“Each day as I go through the hospital 
surrounded by younger men, they give 
me of their dreams and I give them of 
my experience, and I get the better of 
the exchange. 

“Before stopping my operative work 
I visited the clinics of the younger men, 
and I was convinced that the older man 
unconsciously loses something of handi- 


H elp for the person who has 


@ There are hundreds of persons who, 
because of carcinoma, have lost their 
larynx. The question then is, how are 
they going to talk. At the Mayo Clinic 
I have heard a good address, quite audi- 
ble throughout a good-sized hall, by a 
man who had had his larynx removed a 
few months before. He talked with an 
apparatus, one end of which was fitted 
against the opening in his neck and the 
other placed between his lips so he can 
modify the tone. 
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When Dr. W. J. Mayo stopped operating 


craft, something of ready response to 
operative emergencies. 

“When this became plain to me, I was 
happy to turn, in the interest of the 
profession that I love so well and of the 
patients who have been my first thought, 
from an active surgical career to that of 
surgical advisor. 

“I have found great satisfaction in 
what is a change in direction rather than 
a giving-up of my work, in a usefulness 
which is as delightful as unexpected, and 
which will satisfy me to the end. 

“It is for each generation to solve its 
own problems, and no man has the wis- 
dom to guide or control the next genera- 
tion. 

“It is a comfortable feeling to be in- 
terested in what is to happen but to be 
in no way responsible for bringing it 
about.” 

WALTER C. ALVAREZ, M.D. 


lost his larynx 


Recently I have seen men speaking re- 
markably well with what is called eso- 
phageal speech, but I understand that 
this is a bit difficult for some people to 
learn. Now I see that there is a new de- 
vice, called the Electrolarynx, which 
makes a soft buzz. The end of the in- 
strument is placed under the angle of 
the jaw, and the person modifies this 
buzz with the help of his tongue and lips. 


WALTER C. ALVAREZ, M.D. 
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Fluids and Electrolytes in Practice 


HARRY STATLAND, M.D., 1957. Philadelphia and 
Montreal: J. B. Lippincott Company. Second 
edition. 220 pages. Illustrated. $6.00. 


A revision of a monograph within three years 
of the first edition is a priori evidence of the 
value and popularity of a text. This book, origi- 
nally based upon lectures presented at the Uni- 
versity of Kansas School of Medicine, is con- 
cerned with presenting essentials, both theoretical 
and practical, rather than an exhaustive and 
exhausting treatise or reference work. It is easy 
to read, clear, concise, and significantly valuable. 

The revisions in this second edition bring the 
text up-to-date. The section on potassium metab- 
olism has been largely rewritten. The pragmatic 
application of new knowledge of electrolytic- 
fluid homeostasis is very well presented. This 
material is of especial importance to those re- 
sponsible for the pre- and postoperative care 
of elderly patients. The hazards of surgical in- 
tervention are by no means limited to the 
period on the operating table. Equally, if not 
more, important is the quality of postoperative 
medical care. It is in this interim that success 
and return to health and failure and disaster 





hang in the balance. A better comprehension of 
the homeostatic mechanisms so lucidly described 
by Dr. Statland is certain to be invaluable to 
patients and physicians alike. 

The reviewer intends to read this book again, 
very shortly. This second reading is not to re- 
view the book per se but to carefully review its 
contents. The intellectual nutrition offered by 
this monograph is exceptionally good. By “good” 
we imply desirable, profitable, honest, and clear. 
It is worthy of careful study by every physician 
concerned with the care and cure of aging and 
aged adults. 

EDWARD J. STIEGLITZ, M.D. 
Washington, D.C. 


Social Policies for Old Age 

B. E. SHENFIELD, 1957. New York: The Hunan 

ities Press. 236 pages. $5.00. 

Most countries of Northwest Europe are more 
advanced than the United States in meeting the 
needs of older people. They have had high pro- 
portions of older people for longer periods of 
time and are small enough to organize new 
programs quite rapidly. Since the major prob- 
lems of aging are almost identical with those of 
the United States, we are in the enviable position 
of being able to learn from the successes and 
failures of these pioneers. 

Dr. Shenfield’s book offers precisely the kind 
of program description and critical analysis of 
the British approaches that can be helpful to 
students, legislators, and planners in this coun 
try. And, as an economist, researcher, chairman 
of a community committee on aging, visitor to 
old people, and consultant to homes for the aged, 
she could scarcely have brought better prepara 
tion to the job she undertook. 

The book deals with current programs, poli- 
cies, and issues in aging and the economy, in- 
come security, employment, housing and social 
services, and medical care. Two appendices pre- 

(Continued on page 52A) 
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Book Reviews 
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sent the conclusions of studies carried out by 
Dr. Shenfield in Birmingham. One of the most 
useful features of the book is the dispassionate 
mannet marshalls conflict- 
ing data and opinions on debatable questions, 
thus frequently leaving the reader to draw his 
own conclusions. The book opens with a careful 
analysis of the changing age-sex-dependency com- 
position of the population in relation to trends 
in national productivity. Employment is dis- 
cussed in relation to employer attitudes, worker 
characteristics and preferences, and provisions 
of superannuation schemes. The chapter on pen- 
sions deals with adequacy, cost to the economy, 
and the inter-relationship of public and private 
systems—all matters of current interest in our 
own country. 

The chapters on housing, residential care, and 
domiciliary services describe the evolution and 
present status of policies and programs for pro- 
viding living arrangements suited to the varied 
preferences and needs of old people and to the 
capacity of the economy to pay for them. A new 
point which receives attention is the probable ef- 


in which the author 
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fect of increased employment of middle-aged 
women on the care of old people at home. Major 
attention is given to the knotty question of deter- 
mining the particular kinds of facilities required 
by well and able, well but infirm, convalescent, 
long-term ill, and senile older persons. The medi 
cal care chapter is the only one which does not 
give an analysis of the characteristics of the 
population with reference to the problem being 
discussed. It would be useful to know the health 
status of the older population according to diag- 
nosis and degree of disability. 
Though the book seems rather highly priced, 
it is well worth close study and discussion. 
CLARK TIBBITTS 
Washington, D.C. 


Clinical Proctology 


J. PEERMAN NESSELROD, M.D., 1957. Philadelphia: 

W. B. Saunders Company. Second edition. 

296 pages. 
Dr. Nesselrod’s second edition of “Clinical Proc- 
tology” is an excellent text. The chapters on 
anatomy, physiology, diagnostic procedures, and 
postoperative treatment are particularly clear 
and can be read with profit by the specialist, 
the surgeon, or the general practitioner. 

(Continued on page 54A) 
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In many conditions there are different methods 
of securing good results and, therefore, there are 
some differences in opinion among proctologists 
as to the best approach to a given proctologic 
problem. The author makes the definite state- 
ment that acute hemorrhoids should not be 
operated upon shortly after childbirth. This is 
not the opinion of many competent proctolo- 
gists. If it better suits the convenience of the 
patient, the reviewer usually operates upon 
thrombosed and prolapsed hemorrhoids within 
five days following childbirth and has had ex- 
cellent results and no unusual complications. 
Dr. Nesselrod drains supralevator abscesses ex- 
ternally through the tissues adjacent to the anal 
opening. The reviewer and many other proc- 
tologists almost invariably drain such abscesses 
internally through the rectal wall. 

The author does not suggest that this con- 
densed text reflects other than his own personal 
conclusions, but, in my opinion, the volume 
would serve a more general purpose if the pros 
and cons of controversial procedures were dis- 
cussed a little more fully. This would stimulate 
the more inexperienced physician to investigate 
and consider a number of possibilities before 
deciding upon his own plan of action. At least 
he would know that more than one method is 
in common usage. 

In offering this suggestion the reviewer real- 
izes that a complete résumé of all proctologic 
problems cannot be contained in one small vol- 
ume, but I do believe there is room to mention 
some basic differences of opinion. The text is an 
excellent one and perhaps gives the most care- 
ful, meticulous, and detailed description of diag- 
noses and treatment available in a_ relatively 
small volume. It can be profitably read by any 
one interested in the subject of proctology. 

WALTER A. FANSLER, M.D. 
Minneapolis, Minnesota 


Clinical Cardiopulmonary Physiology 


B. L. GORDON, M.D., editor, 1957. New York: 

Grune & Stratton, Inc. 759 pages. $15.75. 
This volume consists of 38 chapters dealing with 
a wide variety of physiologic and clinical aspects 
of the respiratory and circulatory systems and is 
written from the point of view of the clinician 
who is interested in determining the nature and 
extent of functional pathology. It is especially 
significant in showing the extent to which quan- 
titative measurements can enter into modern 
diagnosis of cardiac and respiratory diseases. 

As might be expected in a work of such diver- 
sified character with numerous authors, there 
are wide differences in the quality of the several 
chapters, ranging from excellent to mediocre. 
The chapters which deal with methodology of 
diagnosis and quantitative evaluation of defects 

(Continued on page 58A) 
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are likely to be the most useful. The discussions 
of specific disease entities have the greatest di- 
versity of intensiveness and extensiveness of treat- 
ment. Bronchial asthma, valvular heart disease, 
and cor pulmonale are well and fully treated. 
This book can be recommended as a very stimu- 
lating and rich source of information which is, 
for the most part, well digested and critically 
evaluated. It is well illustrated and well set up 
from a typographic viewpoint. 

MAURICE B. VISSCHER, M.D. 

Minneapolis, Minnesota 


The Person Behind the Disease 
JULIUS BAUER, M.D., 1956. New 
Stratton, Inc. 136 pages. $3.50. 


York: Grune & 


rhis is a most fascinating and stimulating little 
book, packed with provocative ideas. It should 
be particularly significant to clinicians, confront 
ed as they are with the complex chronic progres- 
sive disorders of later years whose etiology is 
far more endogenous than exogenous. Dr. Bauer 
emphasizes not only the immensely important 
role of genetic uniqueness, but also that of ac- 
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quired allergies and hypersensitizations as eti 
ologic elements of disease. Of course, vulne1 
ability is also an essential factor in exogenous 
disorders and is carefully analyzed in this treatise. 
There are seven meaty chapters. Particularly 
significant are those on the uniqueness of the 
individual, pathogenic mutations, constitutional 
biologic organ inferiority, and holistic medicine. 
In the latter chapter, the author discusses the 
inter-relationships of organ systems, homeostasis, 
and the integration of many biologic facets. 
Those who wish to have conclusions and in- 
structions on “how to” spoon fed to them will 
find this fare unpalatable. It requires effort to 
digest Dr. Bauer’s evidence and to absorb these 
basic concepts. It is not that his presentation is 
unduly complex, but that he deals with highly 
multifaceted subjects in a state of continuous 
kinetic equilibrium and integration. Those clini- 
cians who are more concerned with treating the 
patient who is sick than with treating his disease 
or diseases will profit immensely from careful 
study of this monograph. One need not (and 
does not) agree with all of Dr. Bauer’s conclu- 
sions to admire this erudite analysis. 
EDWARD J. STIEGLITZ, M.D. 
Washington, D.C. 
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Clues to Suicide 


EDWIN S. SHNEIDMAN, PH.D., and NORMAN L. FAR- 
BEROW, PH.D., editors, 1957. New York: The Mc- 
Graw-Hill Book Company, Inc. 227 pages. $5.50. 


This book deals with the reasons why some peo- 
ple commit suicide and describes what type of 
people they are. Somewhere in the United States 
one person every minute is either killing him- 
self or trying to do it. Written by the editors, 
12 psychiatrists, a psychologist, two sociologists, 
a psychiatric social worker, and a lawyer, this 
book points out that when people threaten or 
attempt suicide, most of them mean business. 

Suicide becomes a progressively more frequent 
reaction both in men and women as they grow 
older and is relatively more common in the 
higher age groups, except in extreme old age. 
The highest suicide rate is found in Japan where, 
for ages, it has been felt that under certain 
circumstances the only proper thing for a man 
to do is commit suicide. 

Dr. A. E,. Bennett, an able psychiatrist, points 
out that, as we all know, the number of actual 


in 

geriatric 
skin 
care 


suicides is much greater than the number re- 
ported. He says that “The basic problem is the 
diagnosis of depression. About half of all suicide 
attempts are carried out by individuals with 
psychoneurotic depressions.” All depressed per- 
sons are potential suicides. Too often, physicians 
are afraid to ask the depressed patient, “Are 
you thinking of suicide?” Often, he or she an- 
swers without any sign of emotion, “Yes, I have 
thought of it.” Perhaps he adds that he fears he 
won’t—he hasn’t the courage, or it is against his 
religion, or it would kill his poor mother. In 
many cases, electroshock treatments, which dispel 
the patient’s depression, can save him from sui- 
cide. As Dr. Bennett shows, this can happen even 
in the cases of older persons. 

Included in the book is a good article on 
suicide and the law and an appendix which 
contains genuine suicide notes matched with 
simulated notes. Some readers will dislike all 
the freudian material, and some would like to 
see something about heredity. But today even 
mention of heredity is taboo although one can 
find families in which there is a tendency to 
suicide. 

WALTER C. ALVAREZ, M.D. 
(Continued on page 62A) 
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Lupus Nephritis 

ROBERT C. MUEHRCKE, ROBERT M. KARK, CONRAD 

L. PIRANI, and VICTOR E. POLLACK, 1957. Balti- 

more: Williams & Wilkins Company. 145 pages. 

$3.00. 

This monograph represents a two-year clinical 
and pathologic study of the renal lesions in 
systemic lupus erythematosus. The clinical status 
of 33 patients is followed by correlating serial 
percutaneous renal biopsies, estimations of renal 
function, and analysis of accessory laboratory 
data. 

Since renal failure is one of the most frequent 
and serious complications of this disease, the 
authors have selected a fundamental aspect of 
an as yet ill-defined syndrome which apparently 
includes numerous clinical disorders. 

The ability of modern therapy to prolong life 
and induce remissions during the course of 
systemic lupus erythematosus and the develop- 
ment of study technics in renal physiology, in- 
cluding renal biopsy in the living patient, pro- 
vide a unique opportunity to observe the evolu- 
tion of renal involvement in this disorder. 

The text is well documented with historical 
data, and illustrative comprehensive case reports 
are included. 

This work is an excellent illustration of how 
much can be contributed by an intensive vertical 
study of a relatively small group of patients. The 
authors have been careful to define terminology 
and to detail and describe methods of study. 
The data are used as a basis of discussion and 
speculation on the evolution and pleomorphic 
nature of this disease. The illustrations of gross 
and microscopic material, which are done in 
both black and white and in color, are excellent. 

The advantage of having available histologic 
material during therapy has added greatly to 
our limited knowledge of the effect of steroids, 
estimation of prognosis, and the natural history 
of this disorder. 

DAVID CAYER, M.D. 
Winston-Salem, North Carolina 


Aging in the Modern World 


A study course on three volumes: Guidebook 
for Leaders, CLARK TIBBITTS and WILMA DONA- 
HUE, 68 pages; A Handbook for Group Mem- 
bers, prepared under the direction of CLARK 
LIBBITTS and WILMA DONAHUE, 175 pages; and 
A Book of Readings, compiled by CLARK TIB- 
Bitts, 246 pages. Ann Arbor: University of 
Michigan, 1957. $3.00 for complete set. 

The scope of this study-discussion program shows 

us the giant strides which can be made in geron- 

tology: through adult education methods and 

(Continued on page 64A) 
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technics. Its evaluation during the experimental 
stages definitely revealed to many participants 
a discovery or rediscovery of personal resources 
while its hope is to encourage “midlife” people 
to find direction and meaning to the second half 
of their lives. 

For the first time, specific content is available 
to adult educators in all environments as they 
grapple with appropriate content to meet the 
requests and needs of people growing older. 
Many a physician is faced with an individual 
whom he must counsel to “leave your job” or 
“lighten your burden” without being able to 
suggest an appropriate referral to buttress the 
adjustment that person faces. This study would 
surely provide one of the answers. 

This is the initial attempt, refined by pilot 
ventures. It may be further altered in the years 
to come with new knowledge and perhaps even 
a more precise, yet more encompassing, perspec- 
tive. But we must be concerned with today and 
the immediate years ahead. 

Excellent material is available for the educa- 
tors. Theirs is the challenge to undertake and 


TO RESTORE 
HABIT TIME 
fo} am -10)/4 1 
MOVEMENT 


to accept, for the method suggested is as impor- 
tant as the material which is presented. These 
three books will serve as a basic guide for educa- 
tors as they strive to serve our aging generations 
by means of overt leadership which utilizes the 
audiovisual and printed material with skill and 
the highly valid technics of discussion and _ per- 
sonal involvement through group interaction. 
JEROME KAPLAN 
Minneapolis, Minnesota 


Die Storungen Der Schriftsprache 

A. LEISCHNER, 1957. Stuttgart, Germany: Georg 

Thieme. 283 pages. 
This is a splendid book for all gerontologists 
who are interested in the difficulties that older 
people experience when, especially after a stroke, 
they are unable, not only to talk, but to read 
and write. In this book, Professor Leischner 
presents an exhaustive study of these reading 
and writing problems. He also describes many 
cases in which such problems arise after a man 
or woman was shot through the head or had a 
brain tumor. A large bibliography is also in 
cluded in the book. 

WALTER C. ALVAREZ, M.D. 
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PROVED: An Electronic, 
Mechanical Method for Treating 
Peripheral Vascular Diseases 


Reports by Lyons, Meadows and Fuchs* in- 
dicate a marked improvement in circula- 
tory disturbances by stimulation of the 
peripheral circulation with this new, more 
physiologic, electronic, mechanical device. 


The Syncardon is designed to furnish pneu- 
matic pressure impulses to an extremity for 
an exact, measured time in perfect syn- 
chronization with each pulsation from the 
heart. Thus, a local increase in intra- 
arterial pressure forces more blood through 
any small arteries and arterioles capable of 
dilation. 


Indicated in Treatment of: 


DISEASES OF THE VEINS 
. Chronic venous insufficiency 
. Varicose veins 
. Varicose and/or stasis ulcers 


DISEASES OF THE ARTERIES 
. Arteriosclerosis obliterans 
. Thrombo-angitis obliterans 
. Acute arterial obstructions 
. Reynaud's disease 
. Diabetic arteriosclerotic disease 


wn— 
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LYMPHEDEMA 
1. Post-mastectomy edema of the arm 
2. Non-inflammatory lymphedema 
3. Post-inflammatory lymphedema 


The treatment is followed, in the majority 
of cases, by a remarkably prompt alleviation 
of pain, improvement in walking capacity, 
relief of intermittent claudication, and the 
healing of ulcers and gangrene. 

*Lyons, Meadows, and Fuchs. A New Method for 
the Treatment of Peripheral Vascular Disease. South- 


ern Medical Journal, Vol. 48, No. 8, Aug. 1955. 
Pp. 811-819. 
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New Books Received 


Books and publications received will be listed 
here each month. Books of special interest to 
our readers will be reviewed later as space 
permits. 


Gastro-Intestinal Obstruction. MEYER O. CANTOR 
and ROLAND P. REYNOLDS, 1957. Baltimore: Wil- 
liams & Wilkins Company. 565 pages. $18.00. 


Clinical Physiology. The Functional Pathology of 
Disease. ARTHUR GROLLMAN, editor, 1957. New 
York: McGraw-Hill Book Company, Inc. 819 
pages. $12.50. 


Hormonal Regulation of Energy Metabolism. 
LAURANCE W. KINSELL, editor, 1957. Springfield: 
Charles C Thomas. 242 pages. $5.25. 


Kaposi’s Sarcoma. SAMUEL M. BLUEFARB, 1957. 


Springfield: Charles C Thomas. 171 pages. $5.50. 





The Concept of Development. DALE B. HARRIS, 
editor, 1957. Minneapolis: University of Minne 
sota Press. 287 pages. $4.75. 


Five Hundred Over Sixty, BERNARD KUTNER and 
associates, 1957. New York: Russell Sage Founda 
tion. 345 pages. $4.00. 


The Importance of Overweight. HILDE BRUCH, 
1957. New York: W. W. Norton & Company, 
Inc. $5.95. 


Prevention of Chronic Illness. Commission on 
Chronic Illness, 1957. Cambridge: Harvard Uni 
versity Press. Volume 1. 338 pages. $6.00. 


Practical Nutrition, ALICE B. PEYTON, 1957. Phila 
delphia: J. B. Lippincott Company. 379 pages. 
$3.60. 


Psychopathic Personalities, HAROLD PALMER, 1957. 
New York: Philosophical Library, Inc. 179 pages. 
$4.75. 


Regulation and Mode of Action of Thyroid Hor 
mones. Ciba Foundation Symposium. G. E. W. 
WOLSTENHOLME and ELAINE C. P. MILLAR, editors, 
1957. Boston: Little, Brown and Company. 311 
pages. $8.50. 


The Rehabilitation of Speech. ROBERT WEST, 
MERLE ANSBERRY, and ANNA CARR, 1957. Third 
edition. New York: Harper & Brothers. 688 pages. 
$7.50. 


Psychiatric Research Reports of the American 
Psychiatric Association, JACQUES S. GOTTLIEB, ROB- 
ERT A. GLEGHORN, HAROLD E. HIMWICH, NATHAN S. 
KLINE, WILLIAM T. LHAMON, and GEORGE SASLOW, 
editors, 1957. Washington, D.C.: American Psy- 
chiatric Association, 88 pages. $2.00. 
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constipation 


One Veracolate tablet t.i.d. produces 
excellent therapeutic responses in the older 
4 patient and helps to maintain bowel function 
without untoward effects. Easy-to-take 
Veracolate encourages patient cooperation. 


Veracolate 
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Internal Mammary Node Biopsy—Its Place 
in the Treatment of Breast Carcinoma 


J. T. M. SANDY. Canad. M. A. J. 77: 75-78, 1957. 


Biopsy of the internal mammary lymph nodes is 
a relatively simple procedure and, if positive for 
carcinoma, will obviate the need for a radical 
mastectomy. Simple mastectomy with or without 
radiation may be relied upon instead. 
Selection of candidates for surgical treatment 
currently is based soley on clinical staging. Many 
breast meeting clinical criteria 
for radical already have tumor 
spread to the internal mammary lymphatic sys- 
tem. Consequently, results of treatment are poor. 
Only 35 per cent of all people with breast cancer 
survive five years, and only 20 percent survive 


cases of cancel 


mastectomy 


ten years. 

The lump in the breast is excised and ex- 
amined in the usual way. When carcinoma is 
proved, an incision is made along the medial 
skin flap of a probable radical mastectomy and 
reflected to the midline of the sternum. The pec- 
toralis major and the intercostals are divided, ex- 
posing the pleura and the internal mammary ves- 
sels. The first, third, and fourth interspaces may 
be examined for and biopsies made. 
Puncture of the pleura or bleeding from the in- 


tumor 


ternal mammary chain can be readily controlled. 
The total extra operating time when the internal 
mammary chain is negative is about one-half 
hour. 

Central and inner quadrant lesions will metas- 
tasize to the internal chain in over 
one-half of the cases regardless of axillary in- 
volvement, and involvement may 
outer quadrant lesions. Of 25 cases studied, 6 


patients had disease considered confined to the 


mammary 


also occur in 
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breast by the usual clinical methods, but which 
actually had spread to the internal mammary 
chain, thus rendering them unsuitable for radical 
mastectomy. 


Furadantin in Urinary Tract Infections: 
Long-Term Follow-Up Study 
J. HUGHES, W. M. COPPRIDGE, and L. C. ROBERTS. 
South. M. J. 50: 1115-1117, 1957. 


All too often the course of urinary tract infec- 
tions is that of repeated recurrences resulting 
ultimately in a chronic state refractory to origin- 
ally effective drugs. When the recurrence rate 
of urinary tract infections treated with Fura- 
dantin is compared with Thiosulfil, one finds 
that the former drug does not reduce the rate 
of recurrence that of the sulfonamide. 
However, Furadantin appears to have a some- 
what broader antibacterial spectrum than Thio- 
sulfil. Most of the Proteus Pseudomonas 
strains of bacteria occur in chronic urinary tract 
infections, while Staphylococci or E. coli. are 
encountered mostly in acute cases. No one species 
of organisms appears to be consistently more 
responsive to one drug than to another. 

Usually, Furadantin is given in 100 mg. doses 
four times daily for one week. One-half gram 
of Thiosulfil is given four times daily for eight 
doses, then 0.250 gm. four times daily for a total 
of 12.5 gm. during a ten-day period. As in so 
many other antibiotics, sensitivity testing of Fura- 
dantin by the disk method will not predict ac- 
curately the clinical course except that complete 
lack of inhibition of growth indicates resistance 
of the organism and therefore failure of treat 
ment. 
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IN SENILE ANXIETY... 
PRONOUNCED 
IMPROVEMENT IN 51 OF 54 


NOW IN 
CORDIAL-LIKE 
FORM 


CLINICAL REPORT. New ATARAX calms tense 
patients without impairing mental alertness. 
Shalowitz tested ATARAX in 54 patients with 
senile anxiety. “Good to excellent improve- 
ment was shown in 51 of the 54 patients 
treated. No untoward effects on liver, blood 
or nervous system were observed. All pa- 
tients treated, except those who responded 
poorly, (were) not as fidgety after therapy, 
and were able to sleep better.”” 


ADMINISTRATION. Although Shalowitz found 
the optimal dose was 10 mg. tablets three 
or four times a day, some patients may re- 
spond better on the 25 mg. tablets, b.i.d. or 
t.i.d. Now also available in syrup form, con- 
taining 10 mg. ATARAX per tsp. In tiny 10 mg. 
(orange) and 25 mg. (green) tablets, bottles 
of 100. ATARAX Syrup in pint bottles. 


1. Shalowitz, M.: Hydroxyzine: a new therapeutic 
agent for senile anxiety states. Geriatrics 11:312 
(July) 1956. 
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Tuberculin Testing of the Aged 

E. J. CHESROW and J. B. NOVAK. Dis. Chest 32: 

217-219, 1957. 

Although little tuberculin testing is done 
among people of 60 years and over, statistics in- 
dicate that surviving members of the olde 
generation are now contributing a preponder- 
ance of the annual deaths from tuberculosis. 

An effort to determine the percentage of old- 
er people infected was made in Cook County, 
Illinois, where a large group of old persons 
presumably free from active tuberculosis were 
given the intradermal method of Mantoux test. 
About 76 per cent of the total tested were re- 
actors. Older people maintain tuberculin § sensi- 
tivity resulting from infections incurred during 
early childhood and young adulthood, a period 
when tuberculosis infection was almost univer- 
sal. 

Since a_ tuberculin reaction indicates the 
presence of live germs in the body, the high 
morbidity and mortality rates among the aged 
are not surprising. Accumulated evidence sug- 
gests that the clinical tuberculosis of the future 
will occur largely in those now infected. In- 
cidence of infection of elementary school chil- 
dren has decreased from 35 per cent twenty 
years ago to 10 to 15 per cent today. 

Of the 2,104 people tested, 90 per cent were 
between 50 and 90 years of age. More men in 
the old age group reacted than women. Of the 
1,420 men studied, 80 per cent were reactors. Of 
the 684 women tested, 69 per cent reacted. The 
percentage of reactors was highest for those be 
tween 50 and 69. After the age of 90, a slight 
decrease in tuberculin sensitivity is noted. How 
ever, persons over 100 years reacted to tubercu 
lin. 

Puberculosis remains a major problem be 
cause of the high residual cf infection in om 
old population. Future testing of the tested 
group will indicate whether the reservoir of 
the tuberculosis infections is changing. Retest 
ing of the age group generally should give an 
index of the residual infection. 


Control of Fatigue in the Aging 

T. G. KLUMPP. West Virginia M. J. 53: 253-255, 

1957. 
Maintenance of an adequate neuromuscular re- 
serve against stress presents a most effective ap 
proach to the problem of fatigue. Fortunately, 
a regimen of graded exercise regains the reserve 
except where loss is the result of advanced or- 
ganic disease. 

In the absence of specific disease, fatigue of 
older persons arises principally from five basic 
causes: (1) diminution of organic reserve, particu- 


(Continued on page 72A) 
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For the alleviation of symptoms in bronchial 
asthma and the acute episodes of heart failure, 
CLYSMATHANE(Fleet)supplies prompt therapeu- 
tically adequate blood levels of theophylline. ‘” 


Even after repeated dosage CLYSMATHANE 
(Fleet) minimizes the side effects often asso- 
ciated with oral or parenteral theophylline 
administration. The plastic squeeze bottle (with 
attached, prelubricated, non-traumatic rectal 
tube) is designed for self-administration. 
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ing or as directed. Available on prescrip- ‘\j}- i 
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Composition: Theophylline monoetha- 
nolamine (Theamin, Fleet) 0.625 Gm. 
, aqua 37.0 ml. in rectal dispenser. Units 
@ packed in individual cartons, manufac- 
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REFERENCE: (1) Ridolfe, A. S. & Kohlstaedt, 
K. G., “A simplified method for the rectal in- 
stillation of theophylline’— to be published 
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larly of the heart and circulation, caused by loss 
of vascular elasticity and arteriosclerosis; (2) de- 
cline of endurance of mental and emotional 
effort; (3) atrophy of disuse involving all systems 
of the body; (4) loss of incentive, motivation, and 
interest; and (5) decline of endocrine activity. 

The physician must be willing to devote 
enough time to the patient to determine the 
predominant cause responsible. No rule of thumb 
regimen is effective in all cases, and clinical 
trial with periodic changes in therapy and pre- 

ibed patterns of living may be necessary. 

The benefaction of rest cannot be questioned, 
but too much rest or its improper application 
may be harmful. Rest is not a universal panacea 
for fatigue. 

The greatest value of exercise in cases of un- 
due fatigue in overweight patients lies in stimu- 
lating endocrine activity and in overcoming the 
tendency to sleep too much. 

Administration of estrogens is frequently bene- 
ficial, particularly during the menopause. Small 
doses of testosterone are often helpful in over- 
coming easy fatigability of older men. 

Sympathetic amines, such as desoxyephedrine, 
Neo-Synephrine, and Benzedrine should not be 
given until other measures fail. They are con- 
traindicated in hypertensive patients and those 
with other vascular disorders. Contrary to older 
pharmacologic concepts, amines are best admin- 
istered in conjunction with a small dose of a 
sedative to prevent nervousness and sleeplessness. 
Obese patients benefit most effectively from 
amines. 

Boredom produces fatigue in patients without 
enough to do. Unfortunately, “make-work” pro- 
grams instigated by the physician often fail 
because a compelling motivation is lacking. A 
new and absorbing interest is the only real 
salvation for some patients. 


Accidents Among the Aged 


Statist. Bull. Metrop. Life Insur. Co. 38: 6-8, 

1957. 

In the United States, accidents among persons 
aged 65 or over take more than 25,000 lives a 
year. Only cardiovascular disease and cancer 

ta higher toll. Considerable progress in re- 
ducing accident mortality has been made. A 15 
per cent decrease has been noted in the past 
six years. 

Transport and home accidents together ac- 
count for about two-thirds of all deaths. Acci- 
dents in and about the home account for an 
increasing proportion as age advances. A large 
number of accidental deaths occur in resident 

(Continued on page 74A) 
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institutions for aged patients. Fatal accidents on 
farms, in public buildings, and in industrial 
places are largely concentrated among men. 

Falls comprise a large and increasing propor- 
tion of total accident mortality during later life. 
Proportions are larger for women. Motor vehicle 
accidents rank second as a cause of fatal injury 
for older people as a group. Among men be- 
tween the ages of 65 and 74, motor accidents 
outrank type. A majority of the 
traffic both men and women result 
from pedestrian accidents. 


every other 


fatalities for 
Fires and burns by other means rank third as 
a cause of accidental death. Other major causes 
of fatal injury include drowning, machinery ac- 
railway absorption of 
potsonous gas. 


cidents, accidents, and 


Upper Femoral Fractures in the Aged— 
Value of Nailing Operations 


F. E. SOUTTER and pb. H. sMITH. Lancet 273: 
204-208, 1957. 
Elderly individuals who sustain upper femoral 


denied the benefit of 
a hip nailing procedure merely because of ad- 


fractures should not be 
vanced age. Only those patients who are mori- 
bund on admission should 
tively. The advantages of 


be treated conserva- 
fixation in- 
clude immediate control of pain, early and in- 
creased mobility, simplified nursing care, early 


internal 


discharge, and the possibility of eventual ambula- 
tion. In patients over 70, a favorable 
prognosis is usually their general 
condition, both physical and mental, is good 


elderly 
indicated if 


and if their level of physical activity has been 
high up to the time of the accident. If the pa- 
tient is admitted with symptoms of heart fail- 
ure, appropriate therapy should be _ instituted 
undertaken. 


before surgery is Ideally, the sur- 





about 
Nothing is 


gical procedure should be performed 
eight hours after the accident. 
gained by early operation. 

There is strong evidence that the mortality 
increases with the length of the operation. The 
Smith-Petersen nail should be inserted in twen- 
ty to thirty minutes and the Capener nail plate 
in thirty to forty minutes. An additional twenty 
to thirty minutes will be required for the in- 
duction of anesthesia, reduction of the frac- 
ture, and the application of a plaster shell at 
the end of the operation. 

Postoperatively, the patient should sit up in 
bed mobilization of 
the leg out of the plaster shell is begun the 
next day. The patient usually may sit in a chair 
the first week, and weightbearing may _ begin 
at ten days in the simple cases. The plaster 
shell is maintained between periods of activity 
and at night for about six to eight weeks. 

There were 150 patients over 70 years of age 
who had hip nailing procedures. Of these, 97 
were known to have walked following surgery. 
Uhe three-month 28.7 percent. 


as soon as conscious, and 


mortality was 


The Neurological and Psychiatric 
Aspects of Aging 


Chicago M. Soc. Bull. 60: 147-154, 1957. 


Products of the normal aging of neurologic and 
other tissue, vascular insufficiency, residues of 
disease and injuries of the past, stress of living, 
an individual’s personality, and socioeconomic 
conditions are all factors in the neurologic and 
psychiatric aspects of aging. Results of general 
somatic and neural dilapidation are often disas- 
trous, thus it is vital for a physician to recognize 
early the subtle signs of personality decompensa- 
tion in the aged. 

An overlap between the neurologic and _psy- 
chiatric diseases exists in older patients. Neural 


changes morphologically characteristic of the 
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as part of the diet 


Ovaltine provides a wealth of essential 
factors which aid the body against the 
detriment of various stresses. And 
Ovaltine’s chemical and mechanical 
blandness combined with good taste make 
it especially useful in bland diets. 


Ovaltine is a soothing...nourishing... 
well-tolerated beverage, ideal for use in 
many stress states in which stimulating 
beverages are contraindicated. 


Patients like Ovaltine hot or cold, at 
any time of the day. 


Three servings of Ovaltine and milk provide; 
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"ay 2.6 mg. 
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by the National Research Council. 
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senile brain are not necessarily characteristic of 
the senile person in regard to his behavior. Neur- 
ologic symptoms in older people demand careful 
examination because senile patients are often sus- 
ceptible to diseases commonly assigned to a 
younger age group. Neural diseases most common 
to the older group include big and little strokes, 
the parkinsonian syndrome, the syncopal episode, 
paraplegia, and senile epilepsy. 

All psychiatric disturbances in older people 
are not a result of progressive breakdown of the 
brain and the blood vessels or disturbance in the 
supporting glial framework. Older people have 
functional disturbances just as do younger indi- 
viduals under stress. On the psychiatric side, the 
changes may be sudden or very subtle. A physical 
illness, accident, or severe emotional disturbance 
may quicken the mental deterioration. Brain syn- 
dromes associated with cerebral arteriosclerosis 
are caused by large atheromatous plaques inter- 
fering with circulation. Gradually the conscious- 
ness is clouded, and patients become irritable, 
aggressive, meddlesome, hostile, jealous, and 
paranoid. Neglect of personal appearance, de 
lusions, and sexual indiscretions, usually with 
children, are seen. 


A differentiation between psychosis and de- 
mentia is vital. Psychosis is a break with reality. 
Dementia is a loss of memory, judgment, and 
recall. A person may be demented and not be 
psychotic, although the two frequently coexist 
in a patient. Dementia is frequently progressive, 
irreversible, and permanent. Often, despite ap- 
parent violence or degree of the break from 
reality, a psychosis is reversible. 

Drugs are trequently instrumental in forming 
psychoses in susceptible older people. A sensory- 
wise impairment may cause a confusional psy 
chosis. Interference of only one modality of spe 
cial sensation is sufficient to break the homeo 
stasis of orientation. 

EDITOR’S NOTE 
In the article, “Protein and Amino Acid Needs 
of the Aged in Health and Convalescence,” by 
4. A. Albanese and co-workers, which appeared 
in the August issue of Geriatrics, line 8 of the 
summary on page 465 should read: “protein per 
kg./day, with 30 per cent in the form of meat.” 

The fourth column heading, second line, in 
table 1; the fourth column heading in table 4; 
and the fifth column heading in table 5 should 
read: “°% S.” “Gm.,” “%,” and “gm./day” should 
be added to the headings of the thirteenth, four- 
teenth, and fifteenth columns, respectively, of 
table 5. 
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Activities and Announcements... 


1ll news and announcements for this department 

should reach the editorial office six weeks before 
publication date. Please direct all communica- 
tions to News Editor, Geriatrics, 84 South Tenth 
Street, Minnesota. 


Minneapolis 3, 


International Congress 
of Internists 


at the invitation of the Ameri- 
can College of Physicians, the International So- 
ciety of Internal Medicine will hold a meeting 
in this country when its Fifth International Con- 
gress convenes at the Sheraton Hotel in Phila- 
delphia April 24 through 26. The Congress plans, 
through lectures and panels, to analyze medical 
achievements of world-wide significance, evaluate 
certain apparent problems, chart courses of ac- 
technical knowledge, 


For the first time, 


tion designed to enhance 
and to aid in the continuing war ag 
The objective of the meeting will be to secure 


learn more about American developments in the 
medical sciences at first hand. 


A.M.A. and Nursing Home 
Operators Conference 


Tentatively scheduled for this fall is the first 
meeting of the Joint Professional Liaison Com- 
mittee of ‘the A.M.A. Council on Medical Service 
and the American Association. 
The Committee, purpose is to im- 
care for the chronically ill 
patients in nursing homes in this country, will 


Nursing Home 


whose_ basic 
prove aging and 
serve as a springboard for exchanging ideas and 
initiating action on improved standards of care, 
licensing and accreditation, education of nursing 
home administrators in new technics and meth- 
ods of care, closer working relationships between 
nursing homes and physicians, and ways of fi- 
nancing improved facilities in the nursing home 
field. 


greater American participation in the Society’s 


deliberations and to allow foreign members to (Continued on page 80A) 
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Postgraduate Courses 

A two-day symposium on geriatric medicine will 
be held by the American Geriatrics Society at the 
Waldorf-Astoria Hotel in New York City start- 
ing November 7. 

The University of Nebraska College of Medi- 
cine in Omaha will be host to a one-and-a-half- 
day geriatrics conference starting December 6. 

* 


Increased Public Health Service Grants 
The recent $3,000,000 increase in general health 
grants to states and local communities for the 
current fiscal year will be utilized for initiating 
and expanding local programs for health service 
to the aging and for the control of chronic dis- 
ease. This increase $15,000,000 the 
Federal funds allocated to the states as formula 
grants to assist them in financing the basic staff 
and services of their preventive health programs, 
as well as to inaugurate and develop new pro- 
gram services to meet emerging health problems. 
For health departments planning to inaugurate 
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programs, this additional money will permit in- 
service training, reorientation, and short-term 
intensive courses for currently employed and new 
health personnel. Under the new grant, those 
departments which have already organized 
chronic disease and care of the aging programs 
can develop or expand diabetes and glaucoma 
detection services, nursing homes, organized home 
care, restorative services for the chronically ill, 
and health-related activities for the aged. 


Ford Grant 


The Ford Foundation has granted $24,000 to the 
University of Florida to support a preliminary 
investigation of problems of adjustment to re- 
tirement of migrants and nonmigrants. Principal 
investigators are to be Dr. Carter Osterbind of 
the Bureau of Economic and Business Research 
and Dr. Irving L. Webber of the Institute of 
Gerontology. Dr. George B. Huff and Dr. T. 
Lynn Smith will act as consultants. 


e 
Study Grant 


The Age Center of New England in Boston, 
(Continued on page 86A) 
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why wine 
in digestive 


disorders? 


Although the effects of wine on the 
digestive system have been discussed 
for centuries, it has been only in recent 
years that many of its physiological 


attributes have been determined. 


WINE AND THE SALIVARY GLANDS—The increase in salivary flow following a 
moderate intake of wine is apparent. almost immediately,' such increase being 


attributed to direct sensitization of secretory nerve endings.” 


WINE AND GASTRIC SECRETION —With a pH averaging 3.2, wine resembles 
gastric juice more closely than does any other natural beverage. Its tannins, organic 
acids and salts of these acids serve as buffering agents to maintain this pH. 
Relatively low in content of alcohol, table wine has been found to stimulate gastric 
secretion and induce production of gastric juice high in hydrochloric 


acid, sodium chloride, rennin and pepsin.* 


WINE AND THE DIGESTIVE TRACT—With its low concentration of alcohol, wine 
in moderate consumption has been found to induce a marked increase in 
biliary flow.* This, together with increased function of pancreatic enzymes, may 


thus encourage better digestion of fatty foods. 


THEREFORE—IN THE TREATMENT OF DIGESTIVE DISORDERS—Wine is being 
widely recommended in the treatment of anorexia, hypochlorhydria without 
gastritis, mucous colitis, spastic constipation and diarrhea, and in digestive disorders 
stemming from emotional tension and anxiety. 

These and other modern R uses for wine are discussed in the brochure 
“Uses of Wine in Medical Practice.” For your.free copy write— Wine r 
Advisory Board, 717 Market Street, San Francisco 3, California. 


1. Winsor, A. L. and Strongin, E. 1.: J. Exper. Psychol. 16:589 (1933). : i) 
2. Beazell, J. M., and Ivy, A. C.: Quart. J. Studies on Alc. 1:45 (1940). 

3. Faroy, G., and Weissenbach, R. J.: Hdpital 25:306 (1937). 

4. Okada, S.: J. Physiol. 49:457 (1915). 
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Good solution for keeping your 
Special Diet patients on the 
menus you prescribe. For pa- 
tients requiring bland, soft or low- 
residue diets, Gerber Strained 
Foods have a minimum of sea- 
soning, a smooth, pureed consis- 
tency. For patients with chewing 
difficulties, Gerber Junior 
(minced) Foods are particularly 
useful. Both types require no 
preparation; are economical and 
easy to obtain at local stores. 
Wide variety encourages 
appetites. 








Nutritious — easy to digest 


Gerber Strained Foods are proc- 
essed for high retention of food 
values. Fruits and vegetables 
have a low crude-fiber content. 
Meats have a low fat content. 


Uniform quality 


Gerber Strained and Junior 
Foods are quality-controlled for 
consistent uniformity. The 
Strained Foods come in small 
“one-meal” containers which re- 
duce left-over waste. 


Excellent choice 
5 Cereals—over 75 fruits, vege- 
tables, meats, soups, egg yolks 
and desserts make substitutions 
for finicky eaters possible. 
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Nursing homes are overcrowded with elderly patients suffering 
from cerebral arteriosclerosis. In many cases, “strokes” resulting 
from cerebral hemorrhage or thrombosis are disabling compli- 
cations. 





In this field of neurology and psychiatry, excellent results are 
obtained with Iodo-Niacin Tablets (potassium iodide 135 mg. and 
niacinamide hydroiodide 25 mg.). Jodo-Niacin permits long con- 
tinued use of iodide medication without iodism. 


Feinblatt, Feinblatt and Ferguson’ treated 59 elderly patients suf- 
fering from arteriosclerosis with Iodo-Niacin for over a year. 
Dizziness was relieved in 71% of cases, vague abdominal dis- 
tress in 87%, chronic headaches in 61%, and disorientation in 
50%. There was not a single case of iodism in this series. 


The recommended dosage is 2 tab- 
lets three or four times daily, to be 
continued as long as needed. In 
urgent cases Iodo-Niacin Ampuls 
may be used for intramuscular or 
slow intravenous injections’. Appar- 
ently no hazard of iodism. 


1. Feinblatt, T. M., Feinblatt, H. M. and 


Ferguson, E. A., Am. J. Digest. Dis. 22:5 
1955. 2. Ibid., M. Times 84:741, 1956. 
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DRAIN* 


for female incontinence 


The Raiche Drain is indwelling —with tion of urine. Particularly adaptable 
inflating balloons to assure internal for use by the non-ambulatory pa- 
and external seal of the female urethra tient — especially helpful to spastics, 
—at the same time provide for excre- paraplegics and hemiplegiacs. 


How the Raiche Drain functions 


e Drain is inserted through the urethra until the ex- 
ternal (B) balloon is in contact with the external 
meatus. See diagram. 


e Bladder balloon (D) inflates with approximately 20 
c.c. of air or water. Catheter plug, to close off funnel, 
(C) is included. 

e Bladder balloon is “seated” over internal urethral 
orifice by traction applied on the drain. 

e External balloon is inflated with enough air to insure 
a seal over the external meatus. Funnel is sealed with 
plug or tied off. (A) 


e Can be used for intermittent drainage or assembled 
to urinal reservoir for constant drainage. 


*This is a professional 
appliance, and should be 
used only under the di- 
rection and instruction 
of a physician. 


No. 9235 — Raiche 
Incontinence Drain, 
size, 20 French — 
Available from 
your surgical sup- 
ply dealer. Complete 
instructions packed 
with each Drain. 
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The older man in industry needs the 
help of doctor, management, and home- 
maker .. . to extend his years of produc- 
tivity. 

A recent study of presumably healthy 
men in business showed nearly one-third 
to be obese. Many suffered from diseases 
of nutritional origin or requiring special 
dietary treatment. 

Obesity is associated with increased 
incidence of many serious diseases . . . 
chronic illnesses occurring with about 
twice the frequency among obese indi- 
viduals 40 to 59 years of age as among 
those of normal weight. At all ages, more 
deaths occur among the obese. Evidence 
indicates obesity is becoming more fre- 
quent among men... increasing the 
health hazard during middle years. 

Mechanization of industry increases 
the value of the skilled and experienced 
worker . . . while decreasing his physical 
activity and energy needs . . . and in- 








More mileage... 


creasing his need for choosing foods of 
high nutrient content in relation to calo- 
rie value. Milk is such a food. 

Three glasses of milk a day... to 
drink . . . used in food preparation . . . as 
cheese or ice cream . . . will provide all 
the calcium needs of men... and supply 
generous amounts of high quality protein 
and other essential nutrients. 

In planning meals to maintain and ex- 
tend productivity of the man in industry, 
milk and milk products are foundation 
foods for good eating and good health. 

The nutritional statements made in this adver- 

tisement have been reviewed by the Council on 
Foods and Nutrition of the American Medical 

Association and found consistent with current 

authoritative medical opinion, 

Since 1915 . . . promoting better health 
through nutrition, research and education. 








NATIONAL DAIRY COUNCIL 
A non-profit organization 
111 N. Canal Street « Chicago 6, IIl. 











THIS ADVERTISEMENT IS ONE OF A SERIES. REPRINTS ARE AVAILABLE UPON REQUEST 








Activities and Announcements 


(Continued from page 80A) 


which is supported by New England business 
and industrial firms, is the recipient of a Na- 
tional Institutes of Mental Health grant of $105,- 
000. The grant, which is to be directed by Age 
Center Hugh Cabot, 


promote studies on retirement and other crises 


director, is designed to 


in the life of older people. 
om 


Regional Research Center 

Duke University will be the future home of a 
pioneer Regional Center for Research on Aging 
which will be supported in part by a United 
States Public Health Service grant expected to 
total more than $1,500,000 over a 
riod. First of its kind in the 
will serve as a pilot project and its success may 


five-year pe- 
nation, the center 


determine whether or not similar undertakings 
will be launched in other regions with support 
from the National Institutes of Health of the 
Public Health Service. Specific aims of the center, 
which is expected to be in operation within the 
next sixteen months, include encouragement and 
support of fundamental research concerned with 
the phenomenon and health problems of aging; 
training of investigators for research in the prob- 
lems of aging; and development of a source of 
field of 
state and local governments as well as for private 
Ewald W. Busse, 
chairman of the Duke Medical School’s psychi- 
Duke 
Council on Gerontology, will be principal in- 


scientific knowledge in the aging for 


groups and individuals. Dr. 


atry department and of the University 


vestigator for the program. 
« 


Canadian Housing for the Aged 


Ontario, Canada, has considered its most urgent 
welfare program to be the care of the elderly. 
Municipally operated homes for the aged have 


my 
CHLORESIUM 


ointment + solution 


been constructed with segregated accommoda 
tion for the senile and other cases and special 
consideration for married couples. In_ several 
communities, self-contained apartment-style 
housing, financed on a long-term, low-interest 
basis by government and private donations, is 
available to the elderly. In addition, special 
medical programs have enabled elderly people 
who normally would go into a congregate dwell 
ing to remain in private homes in the commu 
nity. 


Employment Age Restrictions 

The nationwide study of problems of older work- 
ers conducted by the United States Department 
of Labor in seven labor market 1956 
resulted in valuable data. With respect to coun- 
seling and placement, it was found that age 
restrictions on job openings varied among occu- 
pational groups, types of industries, and_ sizes 
of establishments. They also varied among cities. 
However, in all cities a significant number of 
job openings had upper age limits, and in five 
of the seven cities, more than half of the open 
ings had upper Clerical and 
other “white-collar” job openings and unskilled 


areas in 


age limitations. 


openings had the most severe age restrictions. 
There was generally a progressive increase in the 
percentage of job openings with age restrictions 
from the smallest to the largest establishments. 
The major reasons given for limiting the hiring 
workers include lower productivity, 
limitations, inflexibility, and pension 
and insurance costs. 


of olde 
physical 


Vew Dean of Medicine 
Dr. Charles 5S. 
Geriatrics and 


Cameron, associate editor of 
former 
\merican Cancer Society, is now serving as dean 
of the Hahnemann Medical College in Phila 


delphia. 


medical director of the 


",..It promotes granulations more 
rapidly and of better quality 
than other topical preparations 


used in similar lesions." 


DIAMOND, O. K.: THE PSYCHIATRIC QUARTERLY SUPPLEMENT, PART 2. 1955, 


RYSTAN COMPANY, MOUNT VERNON, NEW YORK 




















TETRACYCLINE-PHOSPHATE BUFFERED 


COUPsU les -given orally, produce 


markedly higher serum concentrations than those 
obtained with tetracycline hydrochloride. 
Therapy with activated Tetracyn V thus provides 
a higher, faster activity level of tetracycline, 
established as outstanding in effectiveness and safety 
among broad-spectrum antibiotics. 
Supplied: Capsules, each containing 
tetracycline equivalent to 250 mg. tetracycline 
hydrochloride, phosphate buffered. 


ACTIVATED TETRACYCLINE THERAPY FOR 
HIGHER, FASTER BLOOD LEVELS PROVIDES 
POTENT, PROMPT, PROLONGED CONTROL OF 
TETRACYCLINE-SUSCEPTIBLE INFECTIONS 


® 








TETRACYCLINE-PHOSPHATE BUFFERED 


homogenized syrup 


Orange-flavored, specially homogenized liquid 
preparation of activated tetracycline assures faster, 
higher levels of broad-spectrum therapy and 

assures acceptance by patients of all ages. 

Supplied: Each 5 cc. teaspoonful of Tetrabon V contains 
tetracycline equivalent to 125 mg. tetracycline 
hydrochloride, phosphate buffered. 

Bottles of 2 oz. and 1 pint, ready to use. 


INFLUENZA patients and those with minor respiratory 
tract infections can get prompt symptomatic relief 
and protection or treatment of secondary bacterial 
complications with » Tablets 
(tetracycline-analgesic-antihistamine). 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
WORLD LEADER IN ANTIBIOTIC DEVELOPMENT AND PRODUCTION 











Manufacturers’ 
Activities 


New Therapy for Control 
of Atherosclerosi 





S 


Lufa, a new comprehensive product which com- 
bines the well-tolerated unsaturated fatty acids 
derived from the safflower herb with a complete 
lipotropic mixture, was recently released by the 
U.S. Vitamin Corporation of New York. De- 
signed as an effective therapeutic agent for con- 
trol of hypercholesterolemia and atherosclerosis, 
it was formulated on the knowledge that the 
nature and quantity of ingested dietary fats play 
an important role in producing atherogenic ele- 
vated blood cholesterol and beta-lipoprotein 
levels. Lufa helps to modify, prevent, or correct 
hypercholesterolemia and atherosclerosis by act- 
ing to reduce elevated blood cholesterol levels, 
shift atherogenic beta-lipoproteins to the more 
normal alpha-lipoproteins, normalize chylomi- 
cron-lipomicron ratios, and stabilize lipid and 
cholesterol metabolism. 





Simplified Alkaline Phosphatase Test 
The Laboratory Supply Division of Warner-Chil- 
cott Laboratories, Morris Plains, New Jersey, has 
announced that the alkaline phosphatase test, 
which formerly took several hours to perform, 
can now be completed in twelve to thirty-one 
minutes with the use of their new product, 
Phosphatabs. This testing material is available in 
kits sufficient for 48 tests. No special laboratory 
equipment other than a centrifuge is required 
for the new test, which can be taught in a few 
minutes to an office nurse or mental hospital 
attendant. 


New Enema Booklet 

The C. B. Fleet Company, Lynchburg, Virginia, 
recently released a 12-page, illustrated booklet, 
“The Enema: Indications and Technics,” copies 
of which are free on request to instructors of 
medical students, nurses, and hospital personnel. 
The booklet recounts the history and the medical 
indications and contraindications and the easiest 
and most effective methods of administering ene- 
mas, as well as graphic demonstrations on proper 
positioning of the patient and the correct method 
of self-administration. 











a remarkable likeness... 


DIASAL 


salt without sodium 


Supplied in 2-ounce shakers and 


8-ounce bottles. 
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E. FOUGERA & COMPANY, INC. 
75 Varick Street, New York 13, N. Y. 
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looks like salt... 


tastes like salt... 


behaves like salt... 








when treatment is complicated 





by serious side reactions to hypotensive agents 


Veralba-R lowers blood pressure 
without ganglionic or adrenergic 
blocking, and, therefore does not im- 
pair the vasomotor reflexes which 
guard against postural hypotension. 

Furthermore, Veralba-R does not 
disturb other essential vasomotor re- 
flexes that control body temperature 


and distribute blood volume accord- 
ing to physiological requirements. 


Composition: Each grooved, uncoated 
Veralba-R tablet contains 0.4 mg. of 
chemically standardized protoveratrine 
and 0.08 mg. of reserpine. 

Literature and clinical supply pack- 
age available to physicians on request. 


VERALBA-R™ 
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PITMAN-MOORE company 


DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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You can have a 
Balanced Low-Fat Breakfast! 


Recently scientific and medical authori- | recommending that the fat intake of the 
ties have stated that there will probably diet be lowered state that a low-fat 
be a trend in this country to less rich breakfast should provide well-balanced 
diets which means less calories in the yourishment. A basic cereal breakfast pat- 


diet. Because fats are su - 
' chaconcentrat- tern shown below has found wide endorse- 
ed source of calories, a moderate reduc- . : 
ment because it makes a worth-while con- 


tion of fat intake will result i aM . 
i eee of complete protein, essential B 


reduction of calories. : ; : . 
vitamins, and minerals to the daily diet 
Medical and nutrition authorities when and is low in fat. 





Nutritive Value of Basic Cereal 
Breakfast Pattern 
Cwberies. dis cask cee Rate wae 502 
Basic Cereal Low-Fat Protein 20.5 gm 
Breakfast Pattern Rass Ceeerenectiaseeeews 11.6 gm. 
Orange juice, fresh, 12 cup, Carbohydrate................-- 80.7 gm. 
c ‘ Pe Cee Ee eee 0.532 gm. 
ereal, dry weight, 1 oz., 

x fi : i ee ne eee EI re ei 2.7 mg. 
with whole milk, Y% cup, Chita & 6001.U 
and sugar, 1 tsp., Bread, MENTING .«, o lercedantiws secs cane 0.46 mg. 
white, 2 slices, with butter, I «5 Sau nancies es caeend 0.80 mg. 
1 tsp., Milk, nonfat (skim), BURINI o06s Sciicndosss SEAR 3.0 mg. 
1 cup, black coffee. CU Dae i rr 65.5 mg. 

MUTUBUOE ON ooo eidiere cic es o60e be 32.9 mg. 











Note: To further reduce fat and cholesterol use skim milk on cereal which 
reduces Fat Total to 7.0 gm. and Cholesterol Total to 16.8 mg. Preserves or 
honey as spread further reduces Fat and Cholesterol. 


Bowes, A. deP., and Church, C. F.: Food Values of Portions Commonly Used. 8th ed. Philadelphia: A, deP. Bowes, 1956. 
Cereal Institute, Inc.: The Nutritional Contribution of Breakfast Cereals. Chicago: Cereal Institute, Inc., 1956. 
Hayes, O. B., and Rose, G. K.: Supplementary Food Composition Table. J. Am. Dietet, A, 33:26, 1957. 


CEREAL INSTITUTE, Inc. ¢ 135 South LaSalle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrition 
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DOME World Leader in Dermatologicals 
PRESENTS THE ORIGINAL 


VI-DOM-A cnene 





for the 
dryness, 
scaliness 
and Pruritis 
associated 
with 


AGING 








Drs. Reiss 
and Campbell report in 
DERMATOLOGICA, vol. 108, 
no. 2, “The Effect of Topical Ap- 
plication of Vitamin A with Special 
Reference to the Senile Skin”— 
“Our observation on a series of 
patients affected with a variety 
of skin diseases showed a notice- 
able disappearance of scaliness 
and follicular hyperkeratosis, as 
well as diminution of Pruritis.” 
AVAILABLE: 1 oz. tube, 2 0z., 4 0z., 
and 1 Ib. jar. 








109 WEST 64 ST., NEW YORK 23, N.Y. 


In Canada: 2765 Bates Rd., Montreal, PQ 





Speedy 





Return To Normal Nutrition 








in the congestive phase 





of cardiac disease 





Meat fits well into the moderate-protein, restricted-sodium, 
acid-ash diet currently recommended for many patients with 
congestive cardiac failure. ! 


The protein of meat—in the proportionate arrangement 
of its essential amino acids—closely approaches the quanti- 
tative proportions needed to promote human tissue synthesis 
and repair. For this reason lean meat proves important in 
maintaining positive nitrogen balance without excessive pro- 
tein intake. 


The sodium content of meat prepared without added 
salt is relatively low. Per 100 grams, beef muscle meat shows 
approximately 50 mg. of sodium, lamb 90 mg., pork 60 mg., 
and veal 50 mg.” 


The acid ash of meat aids in the promotion of diuresis. 


The easy digestibility of meat is a prime requisite of 
foods specified for the patient with congestive cardiac disease. 


In addition to these important features, meat contrib- 
utes other nutritional factors essential in any convalescence 
—the B vitamins thiamine, riboflavin, niacin, pantothenic 
acid, Bs, and By, and the minerals iron, phosphorus, potas- 
sium, and magnesium. 


1. Odell, W. M.: Nutrition in Cardiovascular Disease, in Wohl, M. C., and Goodhart, R. S.: 
Modern Nutrition in Health and Disease, Philadelphia, Lea & Febiger, 1955, p. 699. 

2. Bills, C. E.; McDonald, F. G.; Niedermeier, W., and Schwartz, M. C.: Sodium and Potassium 
in Foods and Waters, J. Am. Dietet. A. 25:304 (Apr.) 1949. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 





American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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From the Quaker Oats Company 
for your patients 





NUTRITIOUS WHOLE WHEAT 
THAT’S DELIGHTFULLY DIFFERENT! 


Tastes so good your patients will be glad 
to eat! Provides protein, Vitamin B:, and Iron. 
A welcome change from routine cereals. 
Pettijohns is rolled whole wheat that tastes good so 
many different ways—with milk or cream, with 
brown sugar and butter, with fruits. Try it yourself, 


doctor. You’ll be glad to suggest it to your patients. 


Cooks in 1 minute 


PeTTIJOHNS 
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where apathy is the dominating symptom 


Contains Metrazol, Vitamins B,, Bz, B,, niacinamide, panthenol, 


and 15% alcohol in a wine-like flavored elixir. 


Average Dose: 2 teaspoonfuls Vita-Metrazol 3 or 4 times daily. 


Metrazol®, brand of Pentylenetetrazol, E. Bilhuber, Inc. 


| KNOLL PHARMACEUTICAL COMPANY 
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Cne tablet gq. 12 h. to prevent angina pectoris 


Beli tae 
all night 


1 tablet 
all day 


Provides full 24-hour protection for 8 
out of 10 angina patients: In rigorous 
clinical trials} METAMINE SUSTAINED 
improved 80 (78%) of 103 patients 
with angina pectoris, including a group 
refractory to other medication. 


Each METAMINE SUSTAINED tablet 
slowly releases 10 mg. of METAMINE, 
the unique, amino nitrate, to provide 
lasting, 12-hour protection from 
attacks of angina pectoris. 


Simplified dosage—just | tablet on 
arising, and | before the evening meal. 


Greater economy for your patient with 
angina pectoris. 


Supplied: METAMINE SUSTAINED, 10 mg., 
bottles of 50 sustained-release tablets. 
Also available: METAMINE, 2 mg., in 
bottles of 50 and 500, and METAMINE 
(2 mg.) with BUTABARBITAL (4 gr.), 
bottles of 50 tablets. 


Fuller, H. L. and Kassel, L. E.: Antibiotic Medicine and Clinical Therapy, 3:322, October 1956. 


Metamine 


triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


1 tablet 


- Sustained 


Shes. Leeming G Cenc. 155. 44th St., New York 17, N.Y. 
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New Chemotherapy of 


RHEUMATOID ARTHRITIS 


Long-term studies in this country and 
abroad have shown that the antimalarial 
ARALEN phosphate produced major im- 
provement in 72% of 294 cases of rheuma- 
toid arthritis. Aralen was often successful 
where other agents failed. Remissions 
often persisted for many months after 
therapy had been discontinued. 


JOINT EFFECTS: 


Pain and tenderness relieved. Mobility in- 
creased. Swellings diminished or disappeared. 
Muscle strength improved. Rheumatic nodules 
often disappeared. Even severe or advanced 
deformity improved. Active inflammatory 
process usually subsided and joint effusion 
diminished. 


GENERAL EFFECTS: 


Patients felt and looked better. Exercise toler- 
ance increased. Walking speed and hand grip 
improved. 





LABORATORY EFFECTS: 


E. S. R. often fell slowly and hemoglobin level 
rose gradually. 


ANALGESICS AND STEROIDS: 


Requirements usually reduced or eliminated. 


Dosage: Aralen is cumulative in action and 
requires four to twelve weeks of adminis- 
tration before therapeutic effects become 
apparent. The usual adult dose is 250 mg. 
daily. If side effects appear withdraw 
Aralen for several days until they subside. 
Reinstate treatment with 125 mg. daily 
and, if well tolerated, increase to 250 mg. 


If medication is withdrawn, a relapse, if it 
occurs, will usually be manifest within 3 to 12 
months. Resumption of therapy, as above, is 
generally again effective. 


Supplied: Aralen phosphate: 250 mg. tablets 


in bottles of 100 and 1000; 125 mg. tablets in. 
bottles of 100. 


WW ‘t+, for booklet discussing clinical eaperience, tolerance, 
precautions, etc., in detatl. 


ARALEN.... 








( uveh LABORATORIES 


“Mediatric” will help make the “senior” years 
more pleasant and enjoyable. 


“Mediatric” is specially formulated to counteract the adverse influence of declining gonadal 
function, nutritional inadequacy and emotional instability. 


“Mediatric” contains estrogen and androgen in amounts that will effectively supplement 
reduced gonadal hormone production; nutritional supplements carefully selected to meet 
the needs of the patient; and a mild antidepressant to promote a brighter mental outlook. 


Available in tablets, capsules, and liquid. 


“MEDIATRIC;’ 


Steroid-Nutritional Compound 


IN PREVENTIVE GERIATRICS 


Ayerst Laboratories * New York, N. Y. * Montreal, Canada 








